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one bridge player has epilepsy.. 


even his fellow players might not know—if his seizures are adequatel 
controlled with medication Seizures can be adequately controlled | 


well over 90 per cent of patients, who can then lead normal lives.’ 













for enhanced control of seizures 


SODIUM KAPSEALS° time tested—clinically proven in...grand mal and pi 
chomotor seizures. “It (DILANTIN) is one of the few useful anticonr 
sants in which oversedation is not a common problem when |} 


therapeutic doses are employed: Also, it is effective in treating all types of seizures except petit ma 
DILANTIN Sodium (diphenylhydantoin sodium, Parke-Davis) is available in several forms includ 
Kapseals of 0.03 Gm. and of 0.1 Gm.in bottles of 100 and 1,000. 


other members of THE PARKE-DAVIS FAMILY OF ANTICONVULSAN! 
for grand mal and psychomotor seizures: PHELANTIN" Kapseals (Dilantin 100 mg., phenobarbital 30 ) 
desoxyephedrine hydrochloride 2.5 mg.), bottles of 100. for the petit mal triad: MILONTIN (phensutin 
Parke-Davis) Kapseals, 0.5 Gm., bottles of 100-and 1,000; Suspension, 250 mg. per 4-cc., 16-ounece bot! 
CELONTIN Kapseals (methsuvimide, Parke-Davis) 0.3 Gm., bottles of 100. 

LITERATURE SUPPLYING DETAILS OF. DOSAGE AND ADMINISTRATION AVAILABLE ON REQl 
Bibliography: (1) Maltby, G. L.: J. Maine M. A. 482257, 1957. (2) Bray, P. F:: Pediatrics 23:151, 1959. 
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Facial Pain 


C. MacKenzie Brown, M.D. 
TAMPA AND MADEIRA BEACH 


Every time I consider facial pain or pain in 
the front of the head, I feel like a young medical 
student who wondered how so much anatomy 


» could be crammed into such a smal] space. 


Too many patients with pain in the front of 
the head become derelicts of doctors or casualties 
of dentists. Of the more than 2,000 patients with 
facial pain that I have seen, over 88 per cent had 
had their teeth extracted before they came to me. 
Analysis of this complicated, difficult subject 
should be beneficial to most physicians, dentists 
and a host of patients. We know that it is a mis- 
take to embark on dental extractions or other 


© operations on the head before precise diagnosis. 


In no pain problem is it more essential to 
understand the patients by ferreting out the his- 
tory and functional inquiry and by performing 
thorough physical and emotional examinations 
and appropriate laboratory procedures. They 
must be impressed sufficiently to be convinced 
that we have their interest at heart. By our 
thoroughness, they may gain confidence. 


Anatomy 


The regional anatomy should be familiar to 
all doctors concerned with facial pain. The fifth 
or trigeminal, seventh or facial, ninth or glos- 


| sopharyngeal, tenth or vagus cranial nerves, the 
cervical sympathetic nerve supply and the upper 
' cervical somatics may be involved by various dis- 


ease processes that produce pain in the face or in 


» the front of the head. 


The trigeminal nerve is the largest cranial 


/ nerve and is the main sensory nerve supply to 


Read before the Florida Medical Association, 
Annual Meeting, Bal Harbour, Miami Beach, May 4, 


Eighty-Fifth 
1959. 


the face. It is well to review this anatomy be- 
cause it helps one to understand the mechanism 
of pain associated with disease in this region. 

The first or ophthalmic nerve passes along 
the wall of the cavernous sinus, then enters the 
orbit through the supraorbital fissure along with 
the oculomotor nerve. The ophthalmic nerve sup- 
plies the eyeball, lacrimal gland, conjunctiva, 
mucous membrane of the nasal cavity, skin of the 
nose, upper eyelids, forehead and anterior part 
of the scalp. It furnishes the sensory root of the 
nasociliary ganglion and gives rise also to a branch 
which passes backward to supply the superior 
surface of the tentorium cerebelli. 

The second division or maxillary nerve passes 
through the foramen rotundum and reaches the 
face through the infraorbital canal. It gives rise to 
a recurrent middle meningeal nerve. The maxil- 
lary nerve supplies the maxillary sinus, cheek, 
nose, upper lip and teeth. It furnishes the sen- 
sory root of the sphenopalatine ganglion. 

The third division or mandibular nerve reaches 
the skull through the foramen ovale. It supplies 
the teeth and gums of the mandible, the skin of 
the temporal region, part of the auricle, the lower 
lip, the lower part of the face and the muscles of 
mastication, also the mucous membrane of the 
anterior two thirds of the tongue and the floor 
of the mouth. It gives rise to the nervus spinosus 
which accompanies the middle meningeal artery. 
It supplies sensory fibers to the otic and subman- 
dibular ganglia. 


Etiology and Therapy 


Pain referred to various branches of the tri- 
geminal nerve is of frequent occurrence. The 
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Wio_ 952.—A diagram showing the cutaneous nerve-areas of the {sce and scalp. 





Fig. 1.—The three branches of the trigeminal nerve 
and the cervical somatics. (Gray’s Anatomy: Lea & 
Febiger) 
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Fig. 2.—Lateral orbital, supraorbital block; medial 
orbital block is too dangerous because of optic nerve. 
(Bonica: The Management of Pain, Lea & Febiger) 




















Fig. 3.—The pterygopalatine fossa is in front of the 
pterygoid plate. (Bonica: The Management of Pain, 
Lea & Febiger) 
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commonest examples is the symptomatic neural- 
gia associated with dental caries. Among the other 
common causes of trigeminal pain in the area of 
the ophthalmic nerve are acute glauconya and 
disease of the frontal or ethmoidal sinuses. Malig- 
nant tumors or empyema of the maxillary 
sinuses or disease about the inferior conchae or 
septum of the nose may cause pain in the maxil- 
lary distribution. Pain in the ear may be due to 
disease in the distribution of the mandibular 
nerve, such as ulcer or cancer of the tongue (by 
the auriculotemporal nerve). 

Symptomatic trigeminal neuralgia may express 
itself in paroxysmal facial pain. This is accom 
panied by sensory loss usually and sometimes 
paralysis of innervated muscles. Specific nerve 
block may ease or cure some of these pain syn- 
dromes such as muscle spasm or charley horse, 
Bell’s palsy, herpes zoster, mandibular joint path- 
ologic conditions, sphenopalatine neuralgia and 
sometimes migraine. Nerve blocks with absolute 
alcohol may be used to relieve the pain due to 
tumors near the foramen ovale and foramen 
rotundum or other tumors producing facial pain. 
In addition facial pain may be due to disseminated 
sclerosis, gummatous meningitis, tabes dorsalis, 
periostitis, erysipelas, middle fossa brain tumor, 
pons hemorrhage or sclerosis, emotional stress, 
mental disease and allergy. Symptomatic trigem- 
inal pain must be differentiated from primary tri- 
geminal neuralgia or tic douloureux. 

The latter is a distinct clinical entity charac- 
terized by episodes of sudden, shooting, stabbing, 
knifelike pain in the face with no clinical or ra- 
diologic abnormalities. Usually there is a trigger 
point. Remissions become briefer as the patient 
gets older unless there is adequate treatment by 
specific nerve block or a neurosurgical procedure. 
This idiopathic painful misery, tic douloureux, 
sometimes involved the seventh, ninth or tenth 
cranial] nerves, although involvement of the fifth 
is most usual. 

Narcotics must be avoided. While it is most 
important to search for the significance of the 
symptoms being ameliorated, drugs such as seda- 
tives, tranquilizers and other analgesics may be 
especially helpful—Trilafon, Trancopal, pheno- 
barbital and so on. Nerve blocks when indicated 
with or without these drugs make narcotics un- 
necessary. 

Usually it is essential to stabilize the emo- 
tions of patients with facial pain. Thoroughness 
of investigation, coupled with kindness and estab- 
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list vent of confidence, goes a long way. Diag- 
no: ‘¢ procedures should be sufficient to permit 
the physician to assure the patient about his or- 
gar 'c and emotional state. In severe cases of 
ps: -honeurosis with the patient’s understanding 
the. no serious structura] disease is present and 
wit: an explanation of the mechanism of his pain 
prcevlem, symptoms may disappear. 

Some patients may be more receptive to sug- 
gesiion after intravenous barbiturates, thus un- 
locking the patient’s mind and discharging emo- 
tional conflicts. Intravenous Nembutal plus 
Desoxyn is a most helpful technic and may facil- 
itate ventilation. As in other recalcitrant pain 
problems, the patient may be benefited by hyp- 
nosis. In this state of increased suggestibility the 
turmoil in the patient’s mind may be eased, and 
the subconscious mind may receive an enduring 
positive thought. 


Conclusion 


In the management of facia] pain all medical 
doctors realize the importance of a careful medi- 
cal evaluation along with neurologic, allergic, 
ophthalmologic and otolaryngologic studies. When 
the cause is obscure, roentgenograms of the skull, 
spinal fluid examination, an arteriogram, an oxy- 
gen encephalogram and an electroencephalogram 
may be of definite value. 





Fig. 4.—The foramen ovale is behind the pterygoid 
plate. (Pitkin: Am. J. Surg. 8:239) 

















Fig 5.—The stylomastoid foramen is midway be- 
tween the mastoid and the styloid process. (Bonica: The 
Management of Pain: Lea & Febiger) 
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Fig. 6.—The glossopharyngeal nerve is anterior to 
the styloid and lateral to the carotid artery. (Bonica: 
The Management of Pain: Lea & Febiger) 


Familiarity with the regional anatomy is of 
basic importance. Specific nerve block therapy 
and other therapeutic improvements eliminate the 
need of narcotic drugs. 


503 West Platt Street, Tampa 6, 
14810 Gulf Boulevard, 
Madeira Beach 8. 


Discussion 


Dr. BRECKINRIDGE W. WinG, Orlando: I am sure that 
all of us who see patients with pain in the region of the 
face have benefited from hearing Dr. Brown’s paper. 
Apparently he would emphasize that a thorough investi- 
gation by means of a carefully obtained history, physical 
examination, and laboratory studies including roentgeno- 
grams will more often than not lead to the diagnosis of 
the cause of the pain syndrome, and that, with careful 
technics, various nerve blocks about the face and neck 
will often give pronounced, more or less permanent relief 
of the complaints. 

In the summary of the paper which I received from 
the Association office, there was little attention given to 
any of the nerves involved except the trigeminal. I can- 
not explain this apparent omission unless it is because 
the great majority of the pain syndromes under discus- 
sion involved this nerve. 





Dr. Brown mentioned the desirability of avoiding 
chronic medication with the narcotic drugs in patients 
with facial pain. While I have had a very limited experi- 
ence with any of these procedures, I have frequently 
heard it said that in patients who are already addicted 
to one of these because of pain, relief of the pain through 
the medium of nerve blocks is rarely successful in break- 
ing the addiction, and I wonder if Dr. Brown would like 
to comment on this question. 

I have enjoyed hearing Dr. Brown’s paper and am 
grateful for this opportunity to discuss it. 


Dr. Epwarp J. Sutiivan Jr., Jacksonville: In my 
practice of neurosurgery the majority of facial pains are 
due to emotional stress rather than an organic cause and 
sometimes mask a depression. I hope Dr. Steele will 
comment on this in his paper which follows. It is most 
important to avoid operating in these cases since the 
condition known as anesthesia dolorosa or painful anes- 
thesia may develop. 

I should like to second Dr. Brown’s comment that 
narcotics must be avoided. This is true in facial pain just 
as in any other chronic nonfatal painful condition. A 
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better way of relieving pain in organic conditions is us- 
ually available, and in the case of psychogenic pain nar- 
cotics quickly lead to addiction and aggravation of the 
complaint. 


Neurosurgeons find that alcohol block in tic douloureux 
is useful both as an initial treatment and as a therapeutic 
test in the doubtful case. Successful relief of pain sup- 
ports the diagnosis and allows the patient to experience 
temporary facial numbness. Most patients gladly trade 
the pain for the numbness. Successive alcohol blocks, 
however, tend to become less effective because of scar 
formation. This leads finally to the necessity for neuro- 
surgical relief. While it is true that the posterior root of 
the fifth nerve can be successfully sectioned even in the 
very old and the very feeble patient, it is well not to 
procrastinate too long before advising surgery once the 
tic pain becomes severe and frequent and interferes with 
nutrition. Finally, I should like to point out that Dilatin 
Sodium alone or in combination with mephenesin may 
sometimes bring about effective control of tic pain. 

I should like to congratulate Dr. Brown on bringing 
this subject to the attention of this gathering. 


The Contribution of Occupational Therapy 
To Patient Care 


Atice C. JANTZEN, O.T.R. 
GAINESVILLE 


Occupational therapy uses creative and con- 
structive activity to aid in the evaluation and 
treatment of patients. Work and play have long 
been recognized for their value in maintaining 
health. These activities have also demonstrated 
their effectiveness as therapeutic measures for 
patients with physical, mental and emotional ill- 
nesses. The practice of occupational therapy is 
medically supervised, and a patient receives this 
form of treatment upon the written request or 
prescription of a physician. The types of services 
provided by occupational therapy and suggestions 
as to the appropriate written information which 
the physician should provide for the therapist are 
discussed here. 


Types of Services 


In occupational therapy the patient of neces- 
sity becomes an active participant in his own 
treatment since he performs the activity himself. 
He is thus helping himself to alleviate or over- 
come his physical and emotional problems. The 
range of activities which will achieve the appro- 
priate therapeutic goals for each patient depends 


From the J. Hillis Miller Health Center, University of 
Florida, Gainesville 


both on his actual diagnosis and also on his per- 
sonality, interests, aptitudes, and educational 
and occupational background. It is apparent that 
an activity which may be appropriate for a six 
year old child might well be unacceptable to a 
40 year old man with the same diagnosis. Thus, 
the choice of the activity for a particular patient 
is usually left to the discretion of the occupational 
therapist. The therapist knows the physical and 
psychological components inherent in the wide 
variety of activities used, and is able to analyze 
and to adapt these activities in relation to an in- 
dividual patient and to his particular problem. 

Using activities as tools, occupational therapy 
can therefore provide two major services for the 
physician in the management of his patients. 
These services may be divided broadly into eval- 
uation and treatment. The following illustrations 
give an indication first of evaluation procedures 
and secondly of treatment procedures which are 
employed in occupational therapy. 


Evaluation Procedures 


In a permanently disabled patient it is perti- 
nent to know the extent of his own daily activi- 
ties which a patient can perform, or is capable of 
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lea uing to perform. In a testing program, the 
oc: :pationa] therapist will evaluate the patient’s 
ab:.ities in feeding himself, in grooming and in 
dre sing himself. The patient can be tested on 
ce: ain communicative skills such as writing and 
ty; ing, and also in the use of various mechanical 
devices such as locks and switches. In evaluating 
a child, the therapist can provide information as 
to his level of motor development in relation to 
rmal children of comparable age. 
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Secondly, occupational therapy can contribute 
to a better understanding of the emotional prob- 
lems of psychiatric patients. Many of these pa- 
tients are unwilling or incapable of communicat- 
ing their problems to the psychiatrist. In these 
instances, the occupational therapist can provide 
them with various creative and constructive ac- 
tivities through which they may express them- 
selves nonverbally. The therapist is also able to 
observe the patient’s social] behavior over an ex- 
tended period of time, both individually and in 
group situations. These observations of a patient’s 
relationship to others, coupled with his manner 
of performance and his work products as projec- 
tive symbols of his conflicts can contribute to the 
psychiatrist’s determination of the personality dy- 
namics and appropriate treatment approach for 
each patient. 


A third type of evaluative service to which oc- 
cupational therapy contributes is that of prevoca- 
tional exploration. Since the activities require for 
their performance various levels of skill which 
can be related to occupations, information on 
manual dexterity, work tolerance, work habits, 
aptitudes, ability to comprehend directions and 
other job-related factors can be determined while 
the patient is in occupational therapy. This evalu- 
ation will give some indication as to whether a 
patient will be able to return to his occupation, 
or, if he is unable to do so, will give an indication 
of other vocational possibilities for him. It should 
be mentioned that the largest single occupational 
group seen in the hospital is the disabled house- 
wife, and the occupational therapist is capable of 
evaluating the extent to which such a person is 
capable of resuming her role in the home. 


Treatment Procedures 


In providing actual treatment for patients, 
the objectives and function of occupational thera- 
py are restoration of function in its broadest 
meaning. Some examples of this follow. 
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For the person with a physical problem, the 
activities will be used to improve his physical 
capacities. There may be need to increase the 
range of movement of a specific joint, to increase 
the power of a particular muscle group, to estab- 
lish coordinated action between groups of af- 
fected muscles, or to increase endurance. In work- 
ing with such patients the occupational therapist 
will, if it is warranted, adapt the activity to ac- 
complish the treatment aims. He may also train 
the patient in the use of special splints and de- 
vices which will make the patient as independent 
as possible in his activities. Since the occupational 
therapist is himself skilled in the use of a wide 
variety of tools and materials, he may also design, 
adapt and build equipment which will serve to 
improve the patient’s functional abilities. 

In occupational therapy for the psychiatric 
patient, both the activities used and the personali- 
ty of the therapist are of major importance in 
achieving the desired objectives. The activity will 
be selected with a view to satisfying the patient’s 
basic emotional needs, that is, providing an ac- 
ceptable outlet for aggression, for dependency, for 
sublimation and the like. The therapist will also 
assume the attitude which has been determined 
by the psychiatrist as the appropriate one to help 
alleviate the patient’s emotional problems and 
further his emotional growth. Furthermore, the 
occupationa] therapist is not only trained in this 
form of role-playing when working with patients, 
but also has an understanding of group dynamics 
and the employment of the patient group as a 
means of treating the individuals who make up 
the group. 

The objectives of treatment used for psychi- 
atric patients may also be employed for medical, 
surgical and pediatric patients who are experienc- 
ing emotional problems and difficulties in adjust- 
ment because of their major physical diagnosis. 
Although a particular activity may be incapable 
of treating directly certain physical diseases such 
as rheumatic fever, tuberculosis, cancer and dia- 
betes, nevertheless the activity may be success- 
fully used in helping the patient adjust to and 
accept a drastic change in his way of life. 


Information Physicians Should Provide 

A request by the physician for occupational 
therapy should, first of all, indicate the objectives 
desired from treatment. When possible, it is help- 
ful to have indicated both the ultimate goal and 
the immediate goal for a patient. For example, 
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the ultimate goal may be return to his job; the 
immediate goal may be to increase the strength 
and dexterity of the left hand. Such information 
lets the therapist know what is considered to be 
the immediate problem which needs consideration, 
but also allows the therapist to plan ahead for 
the patient over an extended period of time. 
The physician, therefore, in writing a proper pre- 
scription for occupational therapy, will indicate 
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the objectives desired, the precautions to observe, 
the frequency and duration of treatments, and 


when pertinent, as for psychiatric patients, the 
attitude the therapist should assume. A request 
for occupational therapy differs from other forms 
of prescriptions in that the actual treatment meas- 
ure, the activity, is not indicated for the reasons 
mentioned earlier. 


Moon Talk 
The Cyclic Periodicity of Postoperative Hemorrhage 


Epson J. ANDREws, M.D. 
TALLAHASSEE 


It has often occurred to me, as it has to many 
others performing eye, ear, nose and throat sur- 
gery, that at certain times the human body has 
a greater predilection to excessive bleeding than 
at others. There are days in the operating room 
when hemorrhage is of no import; at other times, 
persistent and annoying bleeding is the rule of the 
day. Why is this so? Of course, our laymen 
friends tell us that it is so because the signs are 
not right; our professional colleagues say it is 
just one of those things. 

Several years ago the thought was presented 
to me by my nurse that perhaps the moon was 
the influencing factor. Of course, this sounded 
utterly ridiculous; but unbeknown to me, she had 
kept a record of my bleeders on a calendar and 
proceeded to show me, much to my amazement, 
that their bleeding was, indeed, coincident with 
the full moon. In fact, these bleeders were so defi- 
nitely grouped according to the lunar cycle that 
we decided to collect some additional data in a 
more scientific and complete manner rather than 
merely to circle a date on the calendar. 

Physicians have all heard for years the many 
and various myths relating the phases of the moon 
with health, not only mental but physical, partic- 
ularly with regard to bleeding. Who among you 
has not heard the story that most farmers will 
not consent to castration of their animals during 





Read before the Florida Society of Ophthalmology and 
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a full moon for fear that they would bleed to 
death? Who has not heard a patient say that he 
did not want to be operated on at such and such 
a time, as the signs were not right? Was all this 
fact or fiction? 

The literature was combed; the Quarterly 
Cumulative Index Medicus, the American Medi- 
cal Association Library and the medical depart- 
ment of the John Crerar Public Library in Chi- 
cago were consulted, but nowhere could I find 
that any work had been done to prove or dis- 
prove these myths. The scientists all agreed that 
it was folklore and superstition and that there 
was no scientific basis for such an hypothesis, but 
unfortunately they had never bothered to collect 
any data to substantiate their claim. I decided to 
do so, and records were kept on all our tonsillec- 
tomy cases during the years 1956 through 1958; 
they numbered just over one thousand. 

Bleeders were classified as those patients who 
had to be returned to the operating room, those 
who bled sufficiently postoperatively to require 
medical management, namely, Premarin, Koaga- 
min, et cetera, and those who bled persistently on 
the operating table, requiring unusual means of 
control such as suture. The dates of these epi- 
sodes of bleeding were charted according to the 
phase of the moon. 

It is evident in figure 1 that the preponder- 
ance of these bleeders occurs in the vicinity of the 
full moon and drops down to an insignificant 
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Phases of Moon 




















Fig. 1—Lower curve represents tonsil and adenoid 
bleeders in the Tallahassee Memorial Hospital data, 
1956-1958, 44 cases, averaged for seven day periods 
centered on each moon phase. Upper curve represents 
per cent of total number of operations in which patients 
were classified as bleeders, averaged in the same way. 


number at the new moon. In fact, 82 percent of 
our cases occurred in an interval between the first 
quarter and one day before the third quarter. 
What makes this observation even more astound- 
ing is the fact that there were fewer admissions 
during the time of the full moon, when we had 
the most bleeders. Perhaps laymen know more 
about this than we do and are reluctant to enter 
the hospital at this time. The upper curve of this 
graph plots the percentage of bleeders against the 
number of admissions and this only serves to ac- 
centuate the preponderance of bleeders that oc- 
curs at the full moon. 


Combined Tonsil and Adenoid Series 


Thinking that perhaps our data might be 
colored by wishful thinking, I was fortunate to 
obtain from Dr. Carl S. McLemore of Orlando, 
who had been compiling similar statistics, the 
dates of his tonsil bleeders. When they were plot- 
ted in a similar manner against the lunar cycle, 
the curve followed the same pattern, as is shown 
in figure 2. The dotted curve represents the 
bleeders as furnished by Dr. McLemore. The 
solid line is a summation of both series of cases. 
The astounding preponderance of hemorrhage at 
the full moon and the relative absence at the new 
moon are plainly evident. 


Peptic Ulcer Series 


Carrying our suspicions a step further, it oc- 
curred to me that if this curve held true for throat 
bleeding, it should hold true for other types of 
bleeding. Consequently, we took the dates of all 
cases for the same period in which the patient 


was admitted for bleeding peptic ulcer and plotted 
them in a similar manner. Figure 3 shows the 
definite trend of increase in the area of the full 
moon. When one adds all these three sets of data 
together, a convincing curve results. By this time 
the witches were really stirring the brew. 
Discussion 

What does all this mean? Can these amazing 
observations be backed up by any scientific fact? 
Dr. L. J. Ravitz, in experimenting on human 
subjects at Yale University and Duke University 
and in the Veteran’s Administration, found that 


on attaching electrodes to various positions in the 
body, there were rhythmic, cyclic variations in 
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Phases of Moon 

Fig. 2.—Tonsil and adenoid bleeders related to 
phases of the moon. Dotted curve represents McLemore 
data, 1950-1956, 24 cases. Dashed curve represents 
Tallahassee Memorial Hospital data, 1956-1958, 44 
cases. Solid curve represents a summation of these 
data, 68 cases. All data are smoothed by taking seven 
day averages every fourth day. 
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Fig. 3.—Tonsil and adenoid bleeders and ulcer 
bleeders related to phases of the moon. Dashed curve 
represents Tallahassee Memorial Hospital ulcer bleed- 
ers, 1956-1958, 66 cases. Solid curve represents total 
number of tonsil and adenoid bleeders (Tallahassee 
Memorial Hospital and McLemore data) plus ulcer 
bleeders, primarily 1956-1958, 134 cases. 
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electrical potential which varied during the month 
and that the greatest increase in potential was 
during the full moon. The same cyclic variations 
were found in plants. In humans they coincided 
with swings in mood, as in a feeling of ill or well 
being. They also found there was a consistent 
variation in potential during each hour and dur- 
ing each 24 hour period. These changes were 
more pronounced in severely maladjusted persons. 

Dr. F. A. Brown at Northwestern University 
has done some remarkable research along these 
lines. He found 24 hour, 28 day, and annual 
cycles in body temperature, blood sugar, blood 
count, metabolism, and intraocular tension. By 
an ingenious device, he was able to measure 
metabolism in plants and animals, carrying it 
down to the metabolism of a single cell. The 
metabolism in every single one of the plants and 
animals studied varied, of course, during a 24 
hour cycle; but, most startling, it varied with the 
lunar cycle, being lowest at the new moon and 
highest at the third quarter. In fact, it was 20 
per cent higher at the third quarter. The daily 
cycles were exaggerated by the monthly cycle. 

Figure 4 illustrates graphically the variation 
in plant metabolism with the lunar cycle. This 
variation followed the same pattern for all ani- 
mals studied. 

To eliminate the influence of light, tempera- 
ture, and barometric pressure, plants were her- 
metically sealed in containers with constant con- 
ditions of environment. Despite this provision, 
the cyclic variations continued. 

All plants and animals predict a barometric 
pressure change by a change in their metabolism 
48 hours before that change in barometric pres- 
sure occurs, and they make this prediction even 
in sealed containers. It is also possible to tell out- 
side temperature in these sealed containers as the 
metabolism rises (even though the temperature is 
constant in the containers). Metabolism also 
changes with the amount of cosmic radiation. Dr. 
Brown’s conclusion was that “there is incontro- 
vertable evidence that excluding all known forces 
influencing living things, there is a cyclic infor- 
mation in the form of radiation penetrating all 
ordinary containers that impresses all living 
things corresponding to atmospheric and lunar 
periodicity.” 

During the years 1955-1956 there was a great 
increase in cosmic radiation, and during this 
period the metabolic cycles were increased. 
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Figure 5 demonstrates the variation of metab- 
olism with the amount of cosmic radiation, thi 
metabolism being lowest when radiation is highest 

If Dr. Brown’s work is correct, the human 
must also have cyclic metabolic changes, tempera- 
ture, blood sugar, and blood count, that could ac- 
count for altered physiology at the height of the 
lunar cycle and he, too, must anticipate baro- 
metric pressure changes by 48 hours. 

If metabolism is so labile as to change with 
the lunar cycle and with the amount of cosp ic 
radiation, is it not reasonable to assume that 
changes in the vascular bed and changes in clnt. 
ting and bleeding time can also occur? 

It has been known for a long time that baro- 
metric pressure changes have a great deal to de 
with health. Kincade in 1953 stated: ‘“Epistaxis 
may assume almost epidemic proportions at times 
of weather change.” Utrata has shown that there 
are more postoperative hemorrhages and more 
duodenal and gastric hemorrhages during the pas- 
sage of a cold front. Peterson in his classic work. 
The Patient and the Weather, proved that there 
were more coronary deaths, more migraine at- 
‘tacks, more eclampsia, and more asthmatic deaths 
at the passage of a cold front. He found that as 
the barometric pressure went up, body tempera- 
tures went down. There were changes in blood 
sugar and basal metabolic rate, and most impor- 
tant, a rise in blood pressure and an increase in 
capillary permeability. These changes do not 
occur, however, in mere temperature changes 
alone. The blood carbon dioxide is down, the 
blood pH is down, the nonprotein nitrogen rises, 
blood sugar and cholesterol rise, the platelet count 
goes up, and there is an increase in the sedemen- 
tation rate. There is a shunting of the blood from 
the peripheral to the deep vasculature. The cir- 
culatory system bears the brunt of the regulatory 
system. 

There is an old superstition that there are 
more barometric pressure changes at the time of 
the full moon. The Department of Meteorology 
at Florida State University will not say — does 
not know. 

It might be interesting to mention a few 
classic examples of how the moon affects animal 
life. Off Bermuda, shrimp swarm in the waters 
just before midnight on the day of the new 
moon, once a year, and are then seen no more. 
Once a year, the grunion swarm onto the beach 
in California at high tide, which, of course, is 
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the potato with time of the lunar month. (After F. A. 
Brown Jr.) 
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moon-controlled. The Australian reef heron lives 
30 miles inland from its feeding ground on the 
coast; it feeds at low tide only and every day 
leaves its roost just 50 minutes before low tide to 
reach the coast at the proper time. 

Ebers in 1938 and Sadger more recently re- 
ported there was more somnambulism on moonlit 
nights. All through the literature I find the state- 
ment that there are more epileptic attacks during 
the full moon, but I can find no proof. In fact, the 
word epilepsy comes from the Greek meaning “to 
seize upon from the moon.” It is said that there 
is more arson and that there are more crimes 
committed on the full moon, but the Federal Bu- 
reau of Investigation would give me no statistics 
to bear out this statement, and it cannot be 
verified. Dr. Bolton, head of the Psychiatric De- 
partment at Temple University said, “It has long 
been accepted by psychiatrists that the moon is 
known to have a serious effect on the minds of 
persons afflicted with nervous disorders.” Kolisko 
did some research and wrote a book, Moon and 
the Growth of Plants. He proved that there is a 
definite connection between moon phases and 
planting. Over a nine year period, he found that 
corn planted two days before the full moon is 
definitely larger than corn planted two days 
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after. Also, peas withered more quickly when 
planted on the new moon. 

It has long been known that bleeding is mark- 
edly increased during menstruation, and who 
would deny that menstrual rhythm does not 
match the lunar cycle? 

Could it be that variations in the endocrine 
system, which occur on a cyclic basis, could be a 
factor in this periodic bleeding? After all, Pre- 
marin works in our hands in the control of 
hemorrhage. 

Repeated bleeding times taken in a hemophil- 
iac certainly suggest that there is a 28 day cycle. 
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Fig 5.—Comparison of the average daily cycles of 
cosmic radiation (broken lines) and fiddler crab metab- 
olism (solid lines) for a single summer month in 
each year, 1954 (upper pair of curves) and 1955 (lower 
pair of curves). (After F. A. Brown Jr.) 
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Fig. 6.—Variations in blood clotting time from July 
1931 to July 1932. Determinations made weekly. (After 
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Figure 6 is a record of coagulation times in one 
person, and I think all will agree that a monthly 
rhythmic periodicity exists. It has also been 
proved that there is a 28 day cycle in platelet 
count. 

Incidentally, I had always heard that there 
were more babies born on the full moon, but my 
obstetrical friends said there were not. Just be- 
cause I was stubborn, I charted the births at 
Tallahassee Memorial Hospital for the same pe- 
riod, 1956, 1957 and 1958, and plotted them 
against the moon phases. Four hundred and one 
babies were born within two days of the full 
moon, 375 within two days of the new moon, and 
320 within two days of the first quarter. Draw 
your own conclusions. 

Could all this be an inherent rhythm of the 
tides — a remnant of our prehistoric existence, 
dating back to our emergence from the sea? A 
doctor in England claims he has data to prove 
that at the ebb of the tide there occur more 
natural deaths than at any other time. 


Conclusion 


It would seem then that we do have evidence 
that prolonged bleeding at the full moon can 
occur and pretty good evidence that it is possible 
for human physiology to be so altered that it 
might explain periodic, prolonged bleeding. In the 
face of the evidence, however, it would seem that 
it might be well to investigate this possibility in 
more detail before we say “just superstition.” 

There is a large and widespread folklore about 
the moon, and somewhere beneath it may lie a 
few sparks of yet unknown truth. Folklore, even 
of the silliest sort, has sometimes proved to have 
a valid, if misunderstood, basis. The ancient prac- 
tice of smearing wounds with nasty, moldy sub- 
stance looked ridiculous until Sir Alexander 
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Fleming discovered penicillin. The nature of the 
moon’s influence is unproved; possibly the in- 
herent protoplasmic rhythms may have lunar 
periodicity. 

If all this sounds too much like sorcery, let 
me, in conclusion, quote from Spencer, ‘There is 
no bar to knowledge greater than contempt prior 
to examination.” I hope this stimulates someone 
better qualified than I to analyze in greater detail 
the amazing association of the full moon and the 
increased incidence of bleeding. Meanwhile, be- 
cause these data have been so conclusive and con- 
vincing to me, I threaten to become a witch doc- 
tor and operate on dark nights only, saving the 
moonlit nights for romance. 


Acknowledgement and sincere thanks are herewith expressed 
to Holbrook Landers, M.A., Assistant Professor of Meteorology 
at Florida State University, whose invaluable technical assist- 
ance made it possible to convert these data into graph form. 
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Antibody Responses of Children 


To Asian Influenza Vaccine 


A. R. BEeastey, M. M. SIcEL, G. G. SCHLAEPFER, 
Howarp K. Epwarps,f Martin MANGELs Jr., 
AND 
F. M. WELLINGS 
CORAL GABLES 


The rapid spread of Asian influenza in 1957 
created great demand for a vaccine which was 
then in very short supply. It therefore appeared 
desirable to determine whether smaller inocula 
than usually recommended would be adequate for 
immunization. Unpublished data obtained by one 
of us in 1949, as well as findings of Bruyn, Meik- 
lejohn and Brainerd,! suggested that 0.1 cc. of 
vaccine given intradermally might succeed in 
stimulating antibody formation to the new strain 
of virus. This report presents the results of sero- 
logical tests on serum specimens collected from 
children and from young and middle-aged adults 
given Asian influenza vaccine, with intradermal 
variations in immunization procedures. 


Materials and Methods 


Persons in different age groups, all residing in 
Dade County, were included in the study. Resi- 
dents of four homes for children and students of 
Miami Military Academy constituted the pediatric 
group (through 12 years of age). Representative 
of young and middle-aged adults were older stu- 
dents of the Military Academy and employees of 
Eastern Air Lines, Inc., Pan American World 
Airways and Dade Reagents, Inc. A parallel 
study carried out in Jamaica by Dr. Louis Grant 
and Mr. Keith Jones, in cooperation with us, had 
access to small groups of young children and 
adults. 

Monovalent vaccine was obtained from three 
pharmaceutical houses and polyvalent vaccine 
from a single such source. These preparations 
varied in potency from 200 to 400 chick cell ag- 
glutinating units (CCA) per milliliter. Intrader- 
mal inoculations were with 0.1 ml.; subcutaneous 
vaccination was with 0.5 ml. for children and 1.0 
ml. for adults. All booster inoculations were made 


From the University of Miami School of Medicine, Coral 
Gables, and the Virus Diagnostic Laboratory of Variety Chil- 
dren’s Hospital and the Medical Departments of Eastern Air 
Lines, Inc., and Pan American World Airways, Miami. 
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intradermally. Blood specimens were obtained 
prior to immunization and at specified intervals 
thereafter. 


Serological procedures consisted of comple- 
ment fixation (CF) and hemagglutination inhibi- 
tion (HI) tests, and all serum specimens from a 
given group were usually tested simultaneously. 
The antigen used in both procedures was the 
A/Jap/305/57 strain of Asian influenza virus, 
obtained from the Communicable Disease Center 
of the United States Public Health Service. This 
virus was in the form of allantoic fluid and had 
not been passaged through any laboratory host 
other than the embryonated egg. In our hands 
this material proved relatively insensitive to non- 
specific serum inhibitors ard provided a more 
sensitive antigen for antibody detection than did 
an egg-ferret-mouse-egg passaged strain. 


A number of variations in the HI test were 
evaluated, including pretreatment of sera with 
periodate as well as the use of various species of 
red blood cells (chick, sheep, human). In addi- 
tion, the usual procedure was compared with a 
“delayed” test in which serum and virus mixtures 
were refrigerated overnight before the addition of 
the red blood cells. Based on results with paired 
sera from immunized persons and from subjects 
with Asian influenza infections, the procedure of 
choice—as regards specificity of measurement and 
the ability to detect antibody rises—was the “de- 
layed” test, utilizing human red cells and untreat- 
ed serum (that is, no periodate). This procedure 
was routinely used as a diagnostic test. In 73 in- 
stances there was serological evidence of Asian in- 
fluenza infection; in 93 per cent of these, signifi- 
cant antibody rises (fourfold or greater) were 
demonstrated by both CF and HI. In all cases 
in which Asian influenza virus was isolated from 
the patient, both CF and HI tests gave positive 
results. 





VotuME X!_VI 










































































1368 BEASLEY et al: ANTIBODY RESPONSES TO ASIAN INFLUENZA VACCINE NuMBER 1! 
Table 1.— Serological Response of Children to Asian Influenza Vaccine 
as Measured by HI Test 
| ee . . iat 
Initial Booster [Number | coum | Distribution of Titers* Net Response** 
Immunization | (20 CCA) | Tested | | Nee-s 160 or | Number Number Number 
NOES 10-20 40-00 Groster Positive Partial Negative 
| $1 69 40 7 
None 116 —__—_—_ 78 22 16 
$2 16 40 38 22 
Intradermal ma - Si | 16 8 
ays 10 
20 CCA y S2 5 15 P 3 10 4 
S1 12 12 1 
4%4-6 wks. 25 S2 0 > 15 8 24 1 0 
$1 8 3 
None 11 
Subcutaneous 82 0 5 4 2 9 2 0 
10 days s | @ 0 0 5 3 7 1 0 

















* Titers expressed as reciprocal of initial serum dilution. 
* Positive response = fourfold or greater rise in titer. 
Partial response = only twofold rise in titer. 
Negative response = no rise in titer, 


$1 = Preimmunization sera, ; P 
S2 = Sera obtained 3 to 8 weeks after final immunization. 


The HI procedure readily lent itself to com- 
bination with the CF test, the technic for which 
has been described previously. The final proce- 
dure evolved was as follows: 

Paired heat-inactivated sera were diluted in 
twofold steps in veronal buffer (pH 7.4) and ap- 
propriate aliquots were measured out for the CF 
and HI tests. The respective antigens in appro- 
priate concentrations were distributed, and com- 
plement added to the CF tubes. Conventional 
controls were set up for both procedures, and all 
mixtures placed at 4° C. After overnight refrig- 
eration, sensitized sheep cells were added to the 
CF test while HI mixtures received human type 0 
cells. The final constituents of the two tests were: 


CF HI 
Serum 0.1 mi. 0.2 mi. 
Antigen 0.1 mi. 0.2 mi. 
(4-8 HA units) 
Complement 0.2 ml. none 


(14%-2 units) 
0.2 ml. 
sensitized sheep 


Red blood cells 
0.2 mi. 

1% human 
Following addition of red cells, the tests were in- 
cubated at 37° C. for 30 minutes, then at room 
temperature for 30 to 60 minutes before being 
read. 

Many of the sera from persons in the program 
were tested repeatedly over a period of several 
months, and the procedure yielded reproducible 
results as regards the significance of antibody re- 


sponses demonstrated. In addition, a high degree 
of replication of CF and HI titers on different 
test dates was obtained. 


Results 

In view of the alleged poor immunological 
response of children to Asian influenza vaccine, 
the serological results were rather surprising. The 
HI tests, summarized in table 1, im'icate that 
most immunization procedures provok: 1 signifi- 
cant antibody response in the majority of sub- 
jects. As seen in table 2, the CF antibody .csponse 
was also high with all modes of immunization. We 
have no explanation for the relatively low HI 
antibody response in the group receiving two 
intradermal injections 10 days apart, as 71 per 
cent of these subjects had significant CF antibody 
rises. 

Not shown in tabular form are serological 
studies of Jamaican children receiving single in- 
tradermal dosages of 40 CCA. Determinations of 
antibodies (HI only) in this group were made in 
Jamaica, using the method recommended by the 
Influenza Information Center, United States Pub- 
lic Health Service. Of 16 children vaccinated, 15 
had significant antibody rises. Postimmunization 
sera of all positive reactors had titers of at least 
1:40, and six had titers of 1:160 or greater. 

Figure 1 compares the percentage of children 
showing HI antibody rises with that of adults 
responding to similar immunization routes and 
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Table 2.— Serological Response of Children to Asian Influenza Vaccine 
as Measured by CF Test 





















































































































































Initial Booster | Number | Distribution of Titers* | x Net Response** 
I amunization | (20 CCA) Tested | 160 or umber | Number | Number 
Neg-5 | 10-20 —< Greater Positive | Partial | Negative 
$1 103 «6|12,— | «4 | | 
None 119 88 10 21 
S2 24 62 | 31 1 | 
S1 22 eI — 
ntradermal 
20 CCA ee ” S2 . Te is | 4 | 4 
S! 23 Sp — | 
“. ; 
414-6 wks. 25 S2 P 2 | 3 18 3 4 
| 
alten, S1 12 | 
Subcutaneous 1 =a | | 
100 CCA 10 days 10 | | | 
$2 1 . 3 10 0 | 0 
* Titers expressed as reciprocal of initial serum dilution. 
** Positive response = fourfold or greater rise in titer. 
Partial response = only twofold rise in titer. 
Negative response = no rise in titer. 
S! = Preimmunization sera. 
S2 = Sera obtained 3 to 8 weeks after final immunization. 
Table 3.— HI Antibody Response of Children to Late Booster Inoculation 
With Influenza Vaccine Preparations 
ID —_— | | Distribution of Titers* | Net Response** | 
Inoculum Tested Serum 160 cr Number Number Number 
| Neg-5 10-20 40-80 | Greater Positive | Partial Negative 
Monovalent si | 1 6 2| 
Asian 9 9 0 0 
40 CCA sz | 0 0 1| 8 
Polyvalent S1 | 0 13 8 | 
with 40 CCA 21 16 1 4 
Asian | s2 | 0 2 5| 14 | 
Polyvalent $1 | 0 4 4 | 
without Asian 8 0 4 4 
20 CCA s2 | 0 2 5s} | 
si | 0 4 3) | | 
None 7 o | 1 6 
s2. | 0 4 3| | | 














* Titers expressed as reciprocal of initial serum dilution. 
** Positive response = fourfold or greater rise in titer. 
Partial response = only twofold rise in titer. 
Negative response = no rise in titer. 


S1 = Prebooster sera : 1 
S2 = Sera obtained 2 weeks after booster immunization. 


dosages. It is seen that both age groups general- 
ly had very good responses to the vaccine, regard- 
less of the immunization procedure. Two excep- 
tions were adults receiving a single intradermal 
vaccination and children having two intradermal 
inoculations given 10 days apart. More important 


is the fact that in both age groups the response 
to intradermal immunization with a four and 
one-half to six week booster inoculation was 
equivalent to that of a single large subcutaneous 
vaccination. 


The majority of the children were closely ob- 
served following vaccination, and no untoward 
reactions were noted. This is important inasmuch 
as many of the children under study suffered 
from pre-existing conditions in which the slightest 
provocation may cause severe systemic reactions 
with marked elevations of temperature. 

A group of children was reinoculated four 
months after primary immunization. The booster 
inoculations were made intradermally and con- 
sisted of 40 CCA of Asian influenza virus as was 
contained in monovalent or polyvalent prepara- 
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Fig. 1,— Comparative responses of children and 
adults to immunization with Asian influenza vaccine as 
measured by the HI test. 


tions, or of polyvalent influenza vaccine lacking 
the Asian strain. Blood specimens were obtained 
immediately before vaccination and two weeks 
thereafter. Results of assays for HI antibodies 
are shown in table 3. It is seen that 100 per cent 
of the children had a further fourfold or greater 
increase in HI antibody titer following adminis- 
tration of monovalent vaccine; 76 per cent re- 
sponded in this manner to the polyvalent prepa- 
ration containing the Asian component. (The 
positive CF responses to the monovalent and 
polyvalent preparations were 89 per cent and 
48 per cent respectively). Booster inoculation 
with vaccine lacking the Asian strain produced 
no significant antibody responses. It should be 
mentioned that antibody response to “late” 
booster vaccination was also observed in adults, 
but was of a lower magnitude than that in the 


pediatric group. 
Discussion 

The results of this study indicate that im- 
munization with Asian influenza vaccine elicited 
significant antibody responses in children and 
adults, even when small intradermal dosages were 
employed. The frequency of serological response 
to primary vaccination appeared to be related to 
the immunization dosage, especially as measured 
by the HI test, but two intradermal injections of 
20 CCA each given at four and one-half to six 
week intervals increased the antibody response 
to a level approximating that attained by a single 
large dose given subcutaneously. 
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Subsequent to the initiation of this project, a 
number of investigators have reported studies on 
responses to Asian influenza vaccine. Our find- 
ings that single small intradermal doses of vaccine 
elicit significant antibody formation in both chil- 
dren and adults, and that antibody response is 
further enhanced by a second inoculation given 
four and one-half to six weeks later, are in general 
agreement with and supplement or extend the 
report of Hilleman and his associates,? Rendtorff, 
Walker, Rowland and Packer, and McCarroll 
and Kilbourne.> They contrast sharply with the 
findings of Davenport® that subcutaneous vac- 
cination with 250 CCA elicited antibody responses 
in only three of 25 children and two of 23 young 
adults. Also in contrast is the conclusion of Boger 
and Liu? that 20 CCA given intradermally is 
inadequate antigenic stimulus for adults. 


Evaluation of the protective effect of vaccina- 
tion with Asian influenza has been made by 
others® and was not the purpose of this study. It 
should be noted, however, that close clinical ob- 
servations of residents of homes and institutions 
included in the program failed to reveal evidence 
of influenza infections during the study period. 
During this time Asian influenza was present in 
the general population, as established by clinical 
diagnoses and confirmed by virus isolations and 
serological tests in this laboratory. Such con- 
firmed infections occurred in several boarding 
schools and public schools in which group vaccina- 
tion was not undertaken. 


One of the participating homes for children 
reported a prolonged episode of respiratory and 
gastrointestinal illnesses occurring several months 
after immunization, and subsequent serological 
studies were suggestive of Asian influenza infec- 
tion in some of these cases. It is to be noted that 
this group of children had not received booster 
inoculations. Such inoculations may possibly ex- 
tend the duration of immunity. 


It is thought that the smaller initial intrader- 
mal dose of vaccine, preferably followed by a 
booster inoculation, is justified: (1) when the 
vaccine supply is short and the need is for im- 
munization of large numbers of people; (2) in 
industrial groups where the aim is prevention of 
loss of man hours, and where one wishes to avoid 
absenteeism due to systemic reactions which may 
be encountered with some lots of vaccine given 
subcutaneously; and (3) when dealing with per- 
sons whose pre-existing condition may make 
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1 more vulnerable to reactions following vac- 
ition. 


Summary 


The results reported here indicate that even a 
ill amount of Asian influenza vaccine (20 
A) given intradermally will evoke antibody 
yonse in children and in young and middle- 
d adults, though optimal responses require 
zer doses of vaccine or repeat injections after 
veriod of four and one-half to six weeks. 
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Group Practice 


Jere W. Annis, M.D. 
LAKELAND 


It is a pleasure to be here today to discuss 
the subject of Group Practice. It has been some 
26 years since I enjoyed your very enviable status 
—that of a Senior in Medical School; yet I can 
recall most clearly that I was then entirely en- 
grossed in the quest for sufficient scientific data 
and professional competence to qualify myself 
as a Physician, and—most important—to pass 
my examinations and graduate. I am sure that 
these, too, are your most urgent aims. Yet I 
would discuss with you this morning something 
entirely separate from this academic question; 
and assuming, for the moment, your professional 
competence—your outstanding medical acumen 
and sagacity—about which surely there can be 
doubt, I would direct your thoughts toward the 
manner in which you will in the future employ 
these talents, the way in which you will carry out 
and implement your service to mankind. 

Certainly this subject of how and where you 
will practice is one which is very definitely sec- 
ondary to that of attaining your maximum profes- 
sional competence and ability. Yet, from a prac- 
tical standpoint, the two problems are often inter- 
related in the over-all picture by which your total 
effectiveness toward your patient must finally be 
judged. So I would ask you to examine with me 
one of the various methods by which you may 
carry out this service to the public. Think on it, 
explore its possibilities, and compare it with the 
other forms of practice, weighing them all care- 
fully; and then make the decision by which your 
future course will be guided. Fortunately, we are 
all individuals, and what is good for one is not, 
of necessity, good for another. You who sit here 
before me today will become many types of Phy- 
sicians, embracing perhaps most of the medical 
specialties as well as the fine body of general 
practitioners. You will set different goals through 
which you will carry out your dedicated purpose 
and toward them you will strive throughout your 
life. Some of you will practice by yourselves— 
some with large groups—some in teaching insti- 
tutions—some in research laboratories. All of 
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The author wishes to acknowledge that he has borrowed 
heavily and at times literally from Dr. Jordan’s excellent book 
“The Physician and Group Practice.” 


you will make your own contribution in your own 
individual way, the way that seems right to you 
and the way in which you feel that you can do 
the most good for the most peope in this, the 
greatest profession of all. 


What I am about to tell you are personal ob- 
servations, made over a period of a good many 
years, with one type of medical practice—group 
practice. I have engaged in it all my medical life, 
and will describe for you the way that it has 
related to, and affected me, in my practice. 


Group Practice Defined 


First of all, what is group practice? Dr. 
Edwin Jordan has called it @ way of life, and it 
seems to me that this is a fundamental and basic 
concept. Certainly it is more than an arrange- 
ment for the convenience of Physicians to practice 
in pleasant and well equipped surroundings. It 
is more than an economic device to achieve secur- 
ity, stability and evenness of income over one’s 
productive period, although it provides, to an 
extent, all of these things. Properly conceived, 
and properly implemented, group practice is, to 
me, one means by which several Physicians can 
combine their skills—their talents—to provide 
their patients with better medical care. It is a 
way of practice in which one subscribes to the 
principle “No One Of Us Is As Smart As All Of 
Us,” and it is a way of practice which, if it is to 
be successful, can have but one guiding light, that 
is, rendering better service to the patient. Let me 
hasten to say that it is not the only way to prac- 
tice excellent, effective, ethical, honest and eco- 
nomically successful Medicine—it is simply one 
way of accomplishing it. It is fraught with haz- 
ards, as are other methods of practice, and it is 
no panacea for the problems of the sons of Hip- 
pocrates, but it can be a most satisfying, enjoy- 
able and rewarding way of practicing Medicine. 


History of Group Practice 


Let us look back upon the history of the de- 
velopment of this type of practice. It evolved in 
a nebulous and shadowy fashion—in a spontane- 
ous manner, little controlled by the participants. 
Certainly the dominant force—the basic principle 
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— hich led Physicians to group themselves to- 
ge: er for the practice of Medicine was the ad- 
ve _ of specialization which, in turn, resulted from 
th: sheer magnitude and complexity of techno- 
lo; cal and scientific knowledge. The accumula- 
tic. of mountains of specialized data and medical 
ini rmation obviously unassimilable by any one 
inc ‘vidual led to the development of departmen- 
tal zation of Medicine. With the advent of such 
specialization, there came inevitably the feeling 
of insufficiency on the part of the specialist who, 
while proficient in his own field, was often woe- 
fully ignorant in other areas of his professional 
knowledge. Consequently, he could not provide 
fuil medical service by himself, and must seek a 
practical method of furnishing it. Group practice 
is one answer, or one suggested solution, to this 
problem. 

Let me be more specific. Following the dis- 
coveries of Lister and Morton in the fields of 
antisepsis and anesthesia, definitive surgery mush- 
roomed into being, and there spontaneously erupt- 
ed over the surface of the world heroic figures 
in the field of surgery—men who speedily gained 
rather vast experience in particular techniques 
and procedures, and who, by the very weight of 
numbers of the specialized problems which de- 
scended upon them, were forced to limit the field 
of their activity to the performance of those 
particular procedures which they could do best 
and through which they could contribute most to 
the advancement of Medicine. These surgeons 
soon realized the necessity, as well as the desir- 
ability, of surrounding themselves with a group 
of assistants, students and technical experts in 
other fields, particularly diagnosticians, patholo- 
gists, and those interested in the medical aspects 
of their cases. These men, in their turn, became 
outstanding, well known and famous, and were 
soon overburdened with an abundance of patients 
of their own. It became necessary for them to 
limit their practice, and in doing so they again 
often chose to limit it to the specialty in which 
they were the most interested and the most adept. 
This, then, led to greater specialization, the ac- 
cumulation of more knowledge and the compound- 
ing of the original problem. At about this point, 
American Medical Schools—particularly the Johns 
Hopkins University—began to function as a 
clinical unit, welding the various outstanding men 
on their faculties into a team of Physicians. These 
faculty members practiced together, often with 
economic unity, and were the beginnings of true 
group practice. 
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Every discussion of group practice must, of 
course, include a look at the Mayo Clinic. This 
again was a natural, a spontaneous type of de- 
velopment, for which Dr. Will Mayo often dis- 
claimed any conscious credit. In 1883, Dr. Will 
joined his father in the practice of Medicine in 
Rochester, Minnesota. Later his brother Charles 
joined them. In the next few years, Dr. Graham, 
Dr. Judd and a few others, were added to the 
staff, and finally, the famous and fabulous Dr. 
Henry Plummer, the internist whose work on the 
use of iodine in hyperthyroidism revolutionized 
the management of this condition and made pos- 
sible successful thyroid surgery. Certainly, with 
his advent, the organization became a true clinic 
or group. You are familiar with its later develop- 
ment and the gigantic proportions which it has 
now assumed in becoming the best known and 
largest private clinic in the world. It began, 
however, as a practical answer to the question 
of providing adequate, readily available, medical 
care of the first order, to a vast prairie area in 
the Northwest and then continued to grow be- 
cause there was constantly emphasized by the 
brothers the importance of this, their mission, 
and because of the rigidity and ingenuity with 
which they developed and utilized the necessary 
organizational facilities. 


Later in this century many other groups were 
founded, many of them by former Fellows at the 
Mayo Clinic. During the decade of the ’20s, 
variations of this group practice began to appear. 
These variations were of two chief types: 


First, there was the professional type in which 
single specialty groups and groups doing only 
diagnostic surveys were formed. In many in- 
stances, these have become outstanding and suc- 
cessful clinics. They have, however, usually been 
confined to the more populated centers. 


Second, an experimental and evolutionary 
change based on a purely economic approach 
developed. This type of group practice has been 
widely discussed, maligned, criticized; and full 
consideration of it would take hours, if not days. 
It is an attempt to solve the medical care prob- 
lem on the basis of prepayment or insurance, with 
a closed panel type of practice, and involves 
many types of clinics all the way from County 
Medical Society prepayment groups to medical 
units of large Labor organizations, the Kaiser- 
Permanenti plans, H.I.P. of New York, and 
others. We will not discuss these in detail, since 
I have neither the time nor the qualifications. 
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Group practice has grown, and indications are 
that it will continue to grow. It has grown in 
spite of opposition based on honest disagreement 
with the principles involved, by conservative per- 
sons who have thought that any change in the 
traditional pattern of practice is unwise. Still 
others have believed that development of 
groups constitutes an opening wedge for social 
or state medicine. On the other side of the pic- 
ture, many Physicians are of the opinion that it 
is a great bulwark against governmental control. 
Certainly it is evident that groups must, of neces- 
sity, have some regimentation—some rules and 
some direction. This, it has been argued, is an 
assault upon our basic freedom. Be that as it 
may, group practice is almost entirely a North 
American phenomenon, and one which is growing 
rapidly. Again, when one looks carefully at its 
history, one is impressed once more that the 
groups which have been successful have been 
those in which the patient’s welfare has been the 
sole or the major motivation. Conversely, those 
groups in which economic expediency has been 
paramount have almost inevitably failed. 

Attributes Essential to Successful 
Group Practice 

Now let us look a little more closely at the 
structure of group practice. It involves an asso- 
ciation of individual Physicians who are interest- 
ed in practicing Medicine as a cooperative effort, 
and who have the sincere conviction that, in this 
manner, better medical practice can be accorded 
the patient. They must believe this wholehearted- 
ly and be willing to accept such inconvenience 
and disadvantages as may arise, in order to enjoy 
the accumulative experience and wisdom. As I 
have said, this is a natural outgrowth of the de- 
velopment of specialization and the enlarging 
vistas of medical information and education, and 
to those physicians involved in it, it provides an 
ideal matrix in which the finest web of medical 
care may be spun. It is based upon mutual help 
—upon mutual assistance—and upon mutual im- 
provement by the Physicians who take part in it; 
and it gives one a feeling of security—not fi- 
nancial security, but the security of having read- 
ily available the best possible professional 


opinions, information and procedures. 

We are in an age which is materialistic and 
utilitarian; yet, as you grow older, you will dis- 
cover—if, indeed, you have not already—that 
lasting values and worth while accomplishments 
are almost invariably the result of sound moral, 
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ethical and philosophical precepts. I would, 
therefore, say to you again that this type of prac- 
tice will be successful only when its goal is the 
provision of the finest possible medical care. 
Certainly it is not the only way to practice—not 
the only right way—not the only successful way— 
not the only pleasant way. And certainly it is not 
for everyone. Is it for you? You alone can 
decide. To help you in this decision let us out- 
line what it takes to be a successful and a func- 
tionally important member of a group. The per- 
sonal characteristics desirable for the participant 
in group practice involve human factors and 
intercourse. They are most important. 

First of all—very obviously—one must have 
professional competence and outstanding ability 
in some specialized field of Medicine, or, in some 
groups, in general practice. 

Second, one must have a.dedication to the 
practice of Medicine—to the ethics and ideals 
which have traditionally been a part of our 
profession. It may be possible to survive without 
this by oneself. It is virtually impossible to do so 
in a group. 

Third, one must have a certain amount of 
idealism; and whether or not his feet are firmly 
planted on the ground, his head should be at 
least a little bit in the clouds. This is a tremen- 
dous help in group practice. 

Fourth is the possession of the personality, 
the type of mind which tends to work well with 
others, which does not easily take umbrage at 
criticism. 

Fifth is that willingness to give and to take 
criticism without becoming emotionally upset. 

Sixth, one must have a relative lack of envy 
and jealousy, both professional and economic, 
and the ability to bear the triumphs and the 
success of one’s partners without any trace of 
bitterness. 

Seventh, one must be imbued with altruism— 
with a team spirit, or what you will—in which 
the group is always placed above oneself in ap- 
proaching the problems which beset it; the ability 
to compromise—to accept the decision of the 
majority and to proceed on this decision in a 
satisfied and cooperative, industrious manner. 

Eighth, one must have a generous and lavish 
supply of loyalty. One must accept the fact that 
he will rise and fall with the group, and that he 
must be loyal to it and to its individual members. 


Ninth, one must have a maturity in his rela- 
tionship with his partners in particular, and with 
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pe le in general. One must have that ability to 
ke » himself humble and objective—for certainly 
in . group one is subject to having his profes- 
tic al balloon punctured by his colleagues, peri- 
od ally; to having his conclusions and opinions 
pr ved wrong, and to being subject to that same 
sti: aulating, but humbling, procedure which you 
ge:.tlemen undergo every day in your Medical 
Sci.ool life—being reminded constantly of how 
littie we know and how much we assume in the 
practice of Medicine, and that we are, after all, 
very indifferent scholars of the vast mysteries of 
life and of disease. Strangely enough, when we 
leave Medical School, there is a tendency to for- 
get this. There is a tendency on the part of the 
patient to make us feel all-wise and all-important. 
There is a tendency to shroud us and our actions 
with infallibility and with omnipotence—and if 
we are not careful, we come, over the period of 
years, to believe that at least a certain portion of 
this is true—and is justified. This is a dangerous 
state. Fortunately, it is a state that one cannot 
keep for long, either in the atmosphere of a Medi- 
cal School or a medical group. So, if one is not 
willing to accept the tarnish on the idol—the re- 
ferences to the feet of clay—and the daily re- 
minders of ones’ mistakes and failures, as well 
as ones’ successes, one would, I believe, do better 
to go it alone. 


These are the qualifications, it seems to me, 
that it takes to make a successful member of group 
practice—a group practice which can offer the 
patient, first of all, the assurance of around-the- 
clock coverage in which a Physician with spe- 
cialty training is always available; in which the 
records are consolidated, and in which there is, 
of necessity, a more efficient accomplishment of 
proper medical care, usually more economically 
for the patient. 


Advantages and Disadvantages 


What are the advantages to the Physician in 
this type of practice? It affords him the oppor- 
tunity to practice the specialty or subspecialty 
which interests him most and at which he is most 
adept—and through which he feels he can 
be of the most service to his patient. It gives 
him the opportunity to improve himself by 
attending medical meetings without leaving his 
patients in indifferent or less responsible hands, 
and to improve himself daily through constant 
exchange of ideas with his partners. It offers him 
and his patient the facility of free, informal con- 
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sultation with specialists in other fields. It pro- 
vides better coverage and greater reassurance. It 
can furnish a retirement plan and some degree of 
future security; and to many it represents an 
ideal way of employing their talents as a Doctor 
and a servant of humanity. 

But it has disadvantages, as well. Amongst 
these are, first of all, relinquishing a measure 
of independence—a measure of freedom—which 
is an essential part of joining any group or any 
organization. This is true of getting married, 
joining the Church, joining a lodge, or being a 
part of the city or state government. And this 
must be well understood before one accepts the 
enticing advantages of a medical group. 

A second disadvantage is that, as a member 
of a partnership or a group, one is held respon- 
sible, to an extent at least, for the acts of one’s 
partners, and one must have confidence in them, 
as well as loyalty to them. A third consideration 
is that the fantastically high incomes which some 
individual practitioners are able to attain are 
definitely excluded from any type of group prac- 
tice, since here income is divided in a more equal 
manner. 

A fourth disadvantage—if one may term it 
that—is the necessity of abiding by the decision 
of the majority. This pertains to any sort of 
group endeavor; and certain rugged individualists 
may feel that it produces inequities and unpleas- 
ant restrictions ungraciously accepted. Finally, 
a group, if improperly established and guided, 
may suddenly explode and dissolve, leaving its 
members to re-establish a different type of prac- 
tice or seek entry into another group. 

All these are disadvantages and are of greater 
or less significance depending upon the individual 
personality of the practitioner. But this attempt 
at unity and confederacy is a peculiarly American 
device—a device which is still in its infancy and 
which has a long way to go in the evolution of 
its final development. Its future holds many 
promises—and many hazards. To me, it is a 
method or format within which we may approach 
the revolutionary changing demands which are 
placed upon Medicine by today’s society, and it 
offers an opportunity to solve successfully some 
of these tangled and difficult problems in a con- 
venient, flexible and efficient manner. 


Types of Group Structure 
So far we have spoken of group practice, and 
of groups themselves, in a very general way. Let 
us, for the moment, be somewhat more specific in 
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regarding this cooperative venture into the prac- 
tice of Medicine, whose amazing growth in the 
past 15 years would tend to indicate that it may 
be the Medicine of the future. Groups vary wide- 
ly in structure, but all retain the same underlying 
philosophy. They range from small partnerships 
to large Foundation Clinics, and fall generally 
into these categories: 

First, there is the private multiple specialty 
group, which, for the purpose of discussion, may 
be considered as any group of five or more full 
time Physicians associated together in practice 
for the purpose of providing general medical care. 
Such a group usually includes a specialist in 
Internal Medicine, as well as one in General Sur- 
gery, besides practitioners in at least two or three 
other major medical specialties, and ordinarily 
maintains a separate group of offices conducting 
its practice as an economic unit. This is the basic 
structure of most groups or clinics and the one 
with which, I believe, all of you are familiar. It 
has as its fundamental philosophy the idea that 
a patient can, within the group itself, find com- 
petent, specialized medical care, both diagnostic 
and therapeutic, and that he can secure from the 
group operation necessary laboratory, x-ray and 
other ancillary services. This type of group prac- 
tice is mentioned first because it is the most 
rapidly growing form, and at present is the most 
widespread and familiar. It is not, by any means, 
the only type which can render excellent medical 
service. 

The second type of group is the general prac- 
tice group which includes physicians engaged in 
general practice, banded together for the ad- 
vantages to be derived from close association, 
physically, professionally and economically. In 
this manner, general practitioners can cover each 
other more readily, can reduce their overhead, 
and can increase the efficiency of their individual 
operations, although perhaps not to the extent 
seen in some other group enterprises. Cross re- 
ferences and some other mutual advantages are 
perhaps not as well marked here as in the spe- 
cialty groups; yet freedom for meetings, vaca- 
tions, postgraduate studies—as well as periodic 
freedom from week-end, night calls, et cetera— 
gives the Physician definite advantages. The ad- 
vantage to the patient stems from the fact that 
it provides around-the-clock service and Physi- 
cian-availability through an on-call arrangement. 

A third type of group, more common perhaps 
than the strictly general practice group, is what 
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may be called a mixed practice group in which 
several general practitioners are associated with 
physicians practicing certain of the major medi- 
cal specialties. This is a transition between the 
specialty group and the general practice group, 
and is a relatively common form of group prac- 
tice in the United States. The patient benefits 
economically from such a group, in that his gen- 
eral practitioner and his specialist are combined 
in a single organization which can take care of 
him for a somewhat smaller total fee than would 
be customary if the two physicians were seen and 
consulted separately. In general, the advantages 
and disadvantages are the same as those found 
in other types of group practices. Here, also, 
those physicians who command extremely large 
fees, simply by virtue of the nature of their work, 
must be willing to sacrifice something insofar as 
their individual income is conéerned, in order to 
provide a more equitable basis for the partner- 
ship. This is so primarily because the disparity 
of fees in the various specialties is more readily 
accepted by the patient than by the Physician. 

Such organizations will vary a great deal in 
size and will be limited by the population and 
the economy of the area served. It is important 
in groups of this type that the specialist be will- 
ing to take his turn as a stand-in general prac- 
titioner if rotation of night and week-end calls 
is to be successful, unless the organization is large 
enough to provide an on-call man in each special 
department. Again, if each member of the organ- 
ization is willing to work unselfishly for the bene- 
fit of all, this will result in an entirely satisfactory 
professional cooperative enterprise, lessening the 
pressure on each member, dividing the respon- 
sibility, and ensuring, to some degree, economic 
security. 

An additional type of group practice is that 
represented by the single specialty group. This 
usually ensues when an older Physician, already 
established in the practice of a specialty, takes 
one or more partners. It is probably as old as 
specialization itself; and recently various special- 
ists have formed much larger single specialty 
organizations. The reasons for establishing such 
entities are: producing more constant, around- 
the-clock service for the patient, rotation of calls, 
opportunity to attend medical meetings and post- 
graduate courses, and establishment of some 
leisure time for the Physician. Obviously, such 
group practice can survive only in an area ade- 
quate to support a large specialty practice. Al- 
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m: st invariably these groups are smaller, in the 
aber of Physicians involved, than the multiple 
sp cialty organizations. Structurally, they are 
ei:..er a single proprietorship or a partnership. 
Ir looking ahead, one might prognosticate that 
their future will be confined to extremely heavily 
p-oulated areas, and that they will disappear in 
th: smaller localities with the development of 
multiple specialty organizations. 

In addition to those already named, there is 
stiil another type of group which is represented 
by a relatively few clinics in this country. This 
is the medical diagnostic group, a clinic establish- 
ed solely for the purpose of diagnosis and periodic 
prophylactic examinations, as well as general 
health counseling. Such groups obviously have a 
limited type of personnel, chiefly internists, a 
pathologist and a roentgenologist, as well as 
available laboratory facilities. They are not con- 
cerned in any way with the therapeutics of Medi- 
cine, confining their efforts simply to diagnostic 
procedures. Obviously, there is difficulty in fol- 
lowing the progress of patients, since they do not 
return for therapy. Such groups must be willing 
to forego the satisfaction that stems from ob- 
serving patients’ progress under properly applied 
therapy. As a corollary, however, they are spared 
the miserable failures which we often see cul- 
minate our most sincere and honest efforts. If 
the thrill of cure is denied to these physicians, so 
is the discouragement of failure and of death. 


The Medical School group, of course, forms yet 
another organization of clinicians practicing Medi- 
cine in a cooperative manner. As a rule, these 
physicians are full time faculty members who com- 
bine the training and teaching of medical 
students with the opportunity for clinical prac- 
tice. Such a group will appeal to the physician 
who is academically inclined, who wishes to con- 
tinue with a certain amount of research, and who 
is willing unselfishly to devote a good portion of 
his time to the teaching and training of new 
Physicians. This was perhaps the first type of 
clinic practice and has changed less than any 
other. You are all familiar with it, I am sure. 
The economics and finances of such a group are 
usually handled by a business manager who is 
part of the University structure, and usually the 
Chairmen of Departments compose the executive 
committee or board of directors. Such a Medical 
School clinic allows the School to have excellent 
teaching at a minimum cost and provides the 
hospital with a competent staff in all fields to look 
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after both private and charity patients. Reduc- 
tion in income is compensated for by the help of 
several assistants, the opportunity to carry on re- 
search projects and the prestige of being asso- 
ciated with the faculty of a teaching institution. 

Finally, there is a form of medical group— 
the so-called Hospital Group—which is not, in 
general, a closely knit group insofar as outpatient 
care is concerned, but which consists in the band- 
ing together of Physicians practicing in one hos- 
pital for cross referrals, et cetera. This is a type 
of organization which is viewed with some alarm 
by the practicing Physician, who fears that 
through it the lay personnel of hospital boards 
and directors may enter the actual practice of 
Medicine. More will not be said about it here. 

These, then, are the various types of clinics. 
Let us consider for a moment the obligations 
peculiar to all of them. 

In the first place, any clinic has as its serious 
responsibility the institution of a program to 
supply comprehensive and effective medical care 
for the community which it serves—the respon- 
sibility for attempting to meet the local socio- 
economic requirements and adapting itself to 
changing requirements. Further, it is the obliga- 
tion of such a group to supply leadership and 
guidance in the medical affairs of the community; 
to participate in public functions, public prob- 
lems, and public enterprises; to furnish citizen- 
ship as well as professional excellence, and to 
render community, as well as medical, service. 

And what are the dangers—or at least some 
of the dangers—of group practice of any sort? 
Certainly, one must ever be aware of the coldness 
—the impersonality—the aloofness—which is apt 
to creep into the organizational practice of Medi- 
cine. Patients are not numbers. They are not 
commodities, nor even laboratory specimens. 
They are living people with vital personalities and 
individualities—people in whom we must be per- 
sonally interested, if we are to serve adequately. 
Patients will not forget this interest, nor will 
they forgive us for forgetting it. Certainly, busi- 
ness efficiency and effectiveness cannot be dis- 
regarded, but neither must we allow ourselves to 
be cold, impersonal or unsympathetic in our man- 
ner. This is an ever present danger which can 
be conquered by personal interest, just as in indi- 
vidual private practice, if we remain mindful of 
its importance. 

Now let us look at the types of clinics cate- 
gorized by internal structure. They are six. 
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Partnership 


The first, and perhaps the simplest, type of 
group practice, is the partnership. Legally, this 
is the same as single ownership, and is simply the 
banding together of several owners for a joint 
operation. The partnership as such does not pay 
an income tax, but all profits are distributed to 
the individual partners, and each pays tax on that 
portion which accrues to him. The partnership, 
however, must file an income tax report, for in- 
formation purposes. Although the rights and 
duties of the individual partners are outlined in a 
legal agreement, each partner is liable for the acts 
of the remaining partners, in anything which af- 
fects the partnership or its business. The partners 
may be all full partners, with equal privileges, or 
there may be junior and senior partners whose 
privileges are spelled out in the agreement. 

This partnership may own its own building, 
instruments, furnishings, et cetera, or these may 
be owned by an affilated corporation from which 
the partnership rents space. Usually the partner- 
ship owns the accounts receivable, and most often, 
the supplies, medications, et cetera. As a rule, it 
also employs the personnel required to operate 
the Clinic. All partnership agreements should be 
in writing, not only for the sake of clarity, but 
to prevent misunderstanding and differences of 
opinion as to what the original agreements were. 
A partnership is a serious undertaking. It is a 
banding together of physicians for a common 
purpose—a common casting of lots—an entrance 
into an agreement which is presumed to last 
throughout one’s professional life. It is, in a very 
real sense, similar to the contract of matrimony. 
It requires give-and-take; it requires compromise 
and tolerance, as well as respect for another’s 
feelings and opinions. 

In Clinic practice, partnership agreements 
usually provide that all partners will devote their 
full time to the practice of Medicine, turning 
over all their income from this practice to the 
partnership itself. In the distribution of profits, 
usually the length of time with the group, the 
productivity of the individual member, his prestige 
and ability to attract patients are all made part 
of a basic formula. In addition, an adequate 


partnership agreement provides for death, retire- 
ment, withdrawal—even expulsion—of partners, 
as well as for mutual liability and at times defer- 
red income benefits. A partnership agreement has 
the advantage of simplicity and flexibility. It is, 
indeed, a form of democracy with which we are 
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all familiar in one way or another. It is an ideal 
structure for the easy solution of problems and 
controversies. It requires, of course, a capital 
investment on the part of each of the partners, 
with the younger partners usually providing this, 
little by little, over the years. 


This capital account represents a_ valuable 
savings program available to the member when he 
retires from the partnership and ceases to practice 
Medicine. Often, particularly to the young man 
out of his training program, the question of buy- 
ing into a partnership raises a dread and awe- 
some specter that forms a large and discouraging 
cloud over an otherwise desirable association. 
The young man in this position hesitates—and 
understandably so—to obligate himself for a seem- 
ingly huge investment over a period of many 
years. Let me assure you that this is an ephem- 
eral and ghostly demon, rather than a real one. 
The money invested in a sound partnership is the 
wisest money that a young man can spend. it 
will force him to embark upon a savings pro- 
gram which will undoubtedly be his chief source 
of future retirement and financial stability. Un- 
less he is an exceptional person, his tendency 
will be to spend or commit most of the revenue 
which comes his way, and this enforced invest- 
ment program will be beneficial to him. To most, 
it will also give the sense of satisfaction that 
comes with ownership. It will help one’s morale 
and one’s sense of position and stability. 


Departmentalized Partnership 


The second type of group is the departmen- 
talized partnership, in which the same basic organ- 
ization obtains as in the general partnership, but 
in which each specialty constitutes a small part- 
nership by itself, running its own department, 
sharing its own net income and cooperating with 
the other departments to form a larger over-all 
partnership. This type of organization seems to 
effect closer unity within the departments, but 
less unity between the members of the clinic as 
a whole. It also, it seems to me, tends to foster 
intraclinic competition and more imperfect com- 
munication, since it lacks a central governing 
body with authority. Nonetheless, this is a prac- 
ticable and workable type of group practice that 
has been successful. 


Association 


The third form of group practice is an asso- 
ciation. Recently this has enjoyed a considerable 
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ar ount of favorable interest amongst all organ- 
iz ions, since, particularly in the larger groups, 
it .as some tax advantages. Briefly, an associa- 
ti. . is a partnership which is taxed as a corpora- 
ti 1. It is, indeed, an unincorporated corporation, 
0: a corporation solely for tax purposes. This 
st2tus allows it to set aside funds for a retire- 
nm -nt program for the individual members, and to 
se these funds aside without taxes, until the 
money is drawn by the individual member. It has 
many seeming advantages, the bulk of which tend 
to disappear for most Clinics on careful scrutiny. 
The establishment of a retirement program, how- 
ever, is definitely aided by this type of setup. 
Again, the formation of an association almost al- 
ways necessitates a dual type of organization: 
first, the association which conducts the practice 
of Medicine; and second, the corporation which 
owns the building and the equipment, and from 
which the association rents space. In this form 
of operation, the association itself has no owner- 
ship of any of the physical assets, and an asso- 
ciate, upon death, resignation or retirement, does 
not disturb the continuity of the organization; 
whereas, in a partnership, of course, dissolution 
and reformation automatically take place upon 
the withdrawal of a member. Practically, this 
latter presents no difficulty. 


In an association there is, of course, an em- 
ployer-employee relationship. Social Security is 
paid, and its benefits are available to the mem- 
bers. The association is run by an elected board 
of directors or board of governors, and the neces- 
sity for “buying in” is largely eliminated. Tax- 
wise, it may, in an individual case, present a 
definite advantage, or a definite disadvantage, 
and it is of the utmost importance that a very 
competent tax attorney and a competent account- 
ant be consulted as to the exact type of structure 
most beneficial to any particular group. By and 
large, the association type of organization is 
primarily designed for problems of growth and 
expansion, just as is the next form of organiza- 
tion, the foundation. 


Foundation 


The foundation operates as a charitable cor- 
poration to which monies have been contributed 
by the founding members and others, and which 
operates the clinic and the hospital, if there is one, 
and treats all of the associates as employees. Be- 
ing a charitable foundation, it can enlarge, grow 
and function very easily financially, since its funds 
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are nontaxable. In other ways it functions as an 
association. This is the type of organization of 
the larger clinics, such as the Mayo Clinic and the 
Ochsner Clinic, which allows them to use their 
excess profits for furthering development and 
growth. 


Corporation 


Little needs to be said about the fifth type 
of clinic practice, the corporation. It is illegal 
in most states, including Florida, for a corporation 
to practice Medicine; hence, such a corporation 
is rare. Furthermore, it is generally frowned upon 
as being unethical, according to the Principles of 
Medical Ethics as laid down by the Judicial Coun- 
cil of the American Medical Association. The 
corporation cannot, of course, receive medical 
training, and since the responsibility of rendering 
medical service rests upon a person who has such 
training, it is thought that a corporation itself, or 
the laymen who may direct it, should not be in 
a position of rendering this service or of taking 
the responsibility for delegating it. It is further 
thought that the corporate practice of Medicine 
would, and perhaps does, exploit the Physician’s 
services, allowing persons other than Physicians 
to make a profit from such services. Nonetheless, 
there are a few group organizations in corporate 
form. Some of these are in states which permit 
corporate practice, and some are in the non- 
profit foundations which we have just outlined. 
Actually, there would seem to be few, if any, 
advantages to this type of structure for you and 
me as individual Physicians. 


Sole Proprietorship 


Finally, the sixth form of clinic practice is 
that of sole proprietorship. This, very simply, 
is the setup in which a single Physician owns all 
the assets of the clinic and controls the practice, 
with his associate Physicians being employees and 
receiving their remuneration on a fixed salary 
scale or on the basis of a percentage of their 
production. Many times such an arrangement 
works extremely well, particularly when the Phy- 
sician who starts it is a wise, generous and far- 
sighted person. Many more complete types of 
group practice have resulted from beginnings in 
a sole proprietorship type of arrangement. Ob- 
viously, however, since this depends upon a single 
person, every sole proprietorship clinic has a limit- 
ed existence. 

These, then, are the types of clinic arrange- 
ments which you may look for should you decide 
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that you wish to spend the rest of your medical 
life practicing with a group of other similarly 
motivated Physicians. 


Business Management 


Now, just a word about the business manage- 
ment of group practice—what you might expect 
if you join a group, as opposed to practicing 
Medicine by yourself. In the first place, you will 
be involved in a much larger financial venture 
than that of a single Physician’s practice. There 
will be buldings, equipment, libraries, leases, and 
a thousand and one other things. There will be 
large numbers of medical and paramedical person- 
nel who will work with and for you; and they will 
be under the direction of a Clinic Manager, if 
you join an adequately functioning group. It is 
essential that such a person, particularly trained 
in this field of endeavor, handle the many com- 
plex problems relating to the things that I have 
mentioned, as well as the legal problems, the tax 
problems, the insurance work and the personnel 
problems. Indeed, it is for this very reason that 
many of us are inclined to favor a clinic type of 
practice. It puts this business or administrative 
work in the hands of someone who is trained to 
handle it, and relieves us of this responsibility, 
so that we can devote our time to the practice 
of Medicine. 

The operation of the average clinic is a busi- 
ness in itself, and a very difficult one at times. 
The supervision of a laboratory—an x-ray de- 
partment—a library—a pharmacy—a_ physical 
therapy department—and the many other inte- 
gral parts of a well established clinic demands 
considerable time, acumen and experience. There 
is also involved, initially, a large overhead, and 
from a practical standpoint, in the average-sized 
group, this means that you and I, as individual 
Physicians, will have more facilities at our com- 
mand than we would if we were in private prac- 
tice and will operate them somewhat more eco- 
nomically than would be possible alone, but since 
we have more of them available, we will wind 
up with about the same percentage of our income 
in overhead as if we were practicing by ourselves. 
This is true if we are within a moderate range of 
income in solo practice. It is not true if we are 
in that extremely high bracket which some sur- 
gical specialties command. 


The Choice 


Basically, it means this: If you choose to 


practice in a group, you can have these addition- 
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al facilities available at no increased expense, 
from the financial standpoint, but you will have 
to make those sacrifices which one must always 
make when one joins any organization. 

Carefully examine these advantages in any 
group that you may contemplate joining. Assess 
the value of available consultation with members 
of that particular group—the advantages of work- 
ing with them—the completeness of available 
facilities—the opportunity of pooling your medi- 
cal knowledge and education, through your daily 
contact with these men; and then ask yourself 
if the sacrifices which you must make are really 
worth it. Ask yourself, indeed, if the price is 
right. For group practice, whatever form it may 
take, has much to offer; and like anything that is 
worth while, its demands are also considerable. 

I have tried to spell out for you some of the 
forms of group practice, as well as some of the 
pros and the cons of this manner of practicing 
Medicine. It is a compelx—a young—a flexible— 
and at times a complicated effort to solve the 
very difficult and diverse problems that face us in 
the practice of Medicine today as they have 
never before. Too long we have been bound by 
the past, by tradition and by the rigid rules of 
our glorious heritage as Physicians. Certainly we 
must keep these rules, these traditions; yet we 
must adopt an inquiring and flexible attitude in 
dealing with them, for we have today social prob- 
lems which were unknown to yesterday’s Physi- 
cians. We have today a challenge which extends 
far beyond that of providing technical knowledge 
and care. We have the problem of making avail- 
able the very best medical information—the best 
diagnostic and therapeutic procedures—to all of 
the people in this complex society of ours. We 
must do so on an economic scale which is sound, 
from the Physician’s standpoint, and which will 
be practically available, from the recipient’s. 

This is a large order. It will require all of our 
ingenuity and ability. Many of us think that it 
may be best met through clinic type of practice, 
and that the future of modern Medicine lies in 
this type of group effort. 

I urge you to give your attention to this 
matter—to ponder it and to inquire into all its 
vagaries—to inform yourself to the best of your 
ability—before you make your final decision as 
to the type of practice in which you, individually, 
wish to spend the remainder of your medical life. 
Should this be group practice, remember this, and 
use it as a yardstick in measuring any group 
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w. ‘ch you may contemplate joining: The success 
o: failure of your group will, in the long run, 
d: »end, inevitably, on the underlying principle 
w ich motivates it. If this be the better practice 
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of Medicine—the better care of the patient—the 
group must be a success; if it be merely economic 
expediency, the group must just as surely fail. 

P. O. Box 1021. 


Diabetes Case Finding Among Relatives of 


Indigent Diabetics in Florida 


James TuRVAVILLE, B.S., M.S. 
JACKSONVILLE 


A diabetes case-finding project among rela- 
tives of indigent diabetics in Florida began during 
the latter part of 1957. Up until that time the 
diabetes screening program was operated in con- 
nection with the serology surveys, which were con- 
ducted by the Venereal Disease Division. With 
the termination of the serology surveys, however, 
other ways of finding Florida’s unknown diabetics 
had to be found. 

Studies have indicated that relatives of dia- 
betics have a higher incidence of unknown dia- 
betes than do nonrelatives. Florida, being for- 
tunate enough to have at its disposal names of 
approximately 2,700 diabetics on its insulin rolls, 
decided to initiate a case-finding program among 
relatives of these diabetics. Methods, procedures 
and personnel requirements had to be worked 
out. Consequently, a health field worker was em- 
ployed by the Chronic Disease Division to assist 
in the formation and carrying out of a diabetes 
detection program. Inasmuch as funds were limit- 
ed, it was not possible to provide for any large 
scale type of testing program, such as was the 
policy some years back when a trailer was used 
and a team of survey personnel accompanied it. 


Method 

Because of the close relationships that county 
health departments have with their indigent 
diabetics, it seemed only logical that a diabetes 
detection survey among relatives of the indigent 
diabetics should be a joint program between the 
State Board of Health and the County Health 
Departments. 

As is the case in other types of surveys, it is 
necessary to obtain approval from the local 


“Health “Field Worker, Florida State Board of Health, Jack- 


sonville. 
Read before the Florida Health Officers’ Society, Bal Har- 
bour, Miami Beach, May 3, 1959. 


medical society before a survey is conducted in 
a particular area. After the medical society ap- 
proves a survey for its area, the next step is to ob- 
tain names of the relatives of the indigent diabet- 
ics. They are obtained by one or all of three 
methods. The first method is by mailing question- 
naires to the diabetics asking them to give us the 
names of their parents, grandparents, uncles, 
aunts, siblings, first cousins and children. The 
second way to obtain names of these relatives is 
for the diabetics to be interviewed when they re- 
port for insulin and the questionnaire filled out at 
that time. The third way is for health department 
personnel to visit the diabetics who are not reach- 
ed by either of these methods. 


After names of relatives have been received 
and tabulated, they are then invited into the 
health department for a blood sugar determina- 
tion. A registration form is filled out on each 
examinee in order to aid in the evaluation of the 
blood sugar results. Space is provided in the 
registration form for a complete listing of all food 
consumed during the last meal, as well as within 
two hours just prior to the test. This is particu- 
larly helpful in cases where the blood sugar level 
is near the screening level. 


When the diabetes detection program among 
relatives of indigent diabetics was organized, it 
was decided to test the examinees approximately 
two hours after they had consumed a meal rich 
in carbohydrates. Studies have shown that the 
closer the screening procedures approach the 
standards of the glucose tolerance test, the more 
accurate the results will be. For example, if no 
attention is paid to the length of time between the 
last meal and actual testing, persons who had 
their meal three to four hours before may not 
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have a positive urine nor an elevated blood sugar, 
even if they have mild diabetes. On the other 
hand, persons tested one-half hour to one hour 
after a meal rich in carbohydrates may have a 
physiologic elevation of blood sugar above the 
screening level and would give a false positive 
result. Although these “positive” screenees would 
turn out to be “negative” at the re-test stage of 
the detection program, the first screenees, as 
seemingly “negative,” would not reach the re-test 
stage and therefore would remain undetected 
diabetics. 

The blood sugar screening level is 130 mg. 
per hundred cubic centimeters by the Wilkerson- 
Heftmann method. Quantitative tests are per- 
formed by the Somogyi-Nelson method. 

Usually, approximately 40 to 50 per cent of 
the relatives named reported to the health depart- 
ments for a test. In some counties these relatives 
were visited by the health department personnel 
im order to (1) offer them a test, and (2) to try 
tou find out why they failed to report for a test. 
The reasons most frequently given for not re- 
porting were that (1) they had been tested by 
their private physician, (2) they were working, 
and (3) they “felt fine and saw no need to be 
tested.” 

The method of follow-up has been the most 
flexible part of this program. For one thing, in 
a selective survey of this type, one does not test 
such large numbers of relatives that the follow- 
up is a tremendous job. Letters are mailed to all 
screenees who had normal blood sugar levels, in- 
forming them that they have no laboratory evi- 
dence of diabetes at this time, but advising them 
to get a regular diabetes check-up and to know 
the signs and symptoms of diabetes. 
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Since the “positive” screenees are so few in 
numbers, it is usually possible for nurses to visit 
them and refer them to a doctor or to the health 
department for a re-test. Whether the suspects 
are referred to the health department or to their 
private physician for a test largely depends on 
the policy of the local health department and the 
medical society. 


It is interesting to note that in a screening 
program conducted by Petrie and his associates, 
1,981 persons with a diabetic type of glucose 
tolerance test were found.1 These suspects were 
referred to their private physicians for re-test. 
More than 82 per cent of these referred persons 
were classified as nondiabetic, but their private 
physicians did no laboratory work at all or only 
a urinalysis or a fasting blood sugar test. Some 
authorities agree that these are apparently “un- 
reliable tests” for the proper diagnosis of diabetes 
mellitus. 


On the other hand, when the follow-up studies 
were performed by the same medical team which 
did the screening and the diagnostic tests, results 
seemed much more consistent and in keeping with 
each other. These observations indicate that re- 
sults of screening programs could be greatly im- 
proved if screening, diagnostic tests, and subse- 
quent studies were performed by the same medical 
team. 

Results 


Time does not permit me to present many 
figures and statistics. Certain figures, however, 
are important in analyzing the results of a project 
of this type, particularly if it is to be continued. 
It is noteworthy that in 1958 diabetes was the 
seventh leading cause of death in Florida. In 


Table 1.— Florida State Board of Health 
Summary of Diabetes Screening of Indigent Relatives Project 
December 1, 1957—April 30, 1959 





Number 











Blood Number Per Cent Disposition Not Disposition 
County Specimens Positive Positive Unknown Known Diabetic Pending 
Jefferson 7 2 28.60 1 1 
Madison 13 0 0.00 
Marion 14 1 7.14 1 
Putnam 11 1 9.09 1 
Suwannee 18 2 11.10 2 
Taylor 4 0 
Hillsborough 423 22 5.20 11 4 7 
Duval 142 a 2.82 2 2 
Hamilton 10 3 30.00 2 1 
Jackson 28 0 
Calhoun 10 0 
Polk 257 a 1.56 1 3 
Grand Total 937 39 4.16 15 7 13 4 
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Fig. 1.—This chart gives the percentages of newly 
discovered diabetics found in various types of screening 
surveys. Source: U. S. Department of Health, Educa- 
tion, and Welfare, Public Health Service, Bureau of 
State Services, Division of Special Health Services, 
Chronic Disease Program. 


1957 diabetes was the eighth leading cause of 
death in Florida. The detailed figures for each 
county where this program has been carried out, 
giving the results thus far, are shown in table 1. 

As a rule, known diabetics are not tested, but 
occasionally for some reason, probably the hope 
that we will tell him he does not have diabetes, a 
diabetic fails to mention his condition to us. If 
we had tested all the diabetics who wanted a test, 


undoubtedly our percentage of positives would 
be high. I think that an insufficient number of 
relatives have been tested for us to draw any 
definite conclusions at this time. 

Figure 1 shows a comparison of the results of 
different types of screening surveys. In order 
adequately to interpret results of a survey, I be- 
lieve it is necessary to know many of the proce- 
dures and exact methods used. For example, as 
mentioned earlier, was the follow-up done by the 
medical team that also did the screening, or were 
positive screenees referred to their private phy- 
sicians for diagnosis? Also, what was the screen- 
ing level, and how close did the screening tests 
approach the standards of the glucose tolerance 
test? These are only a few of the factors that in- 
fluence a survey’s results. 

I should like to add that any county health 
officer interested in making a diabetes survey 
among relatives of indigent diabetics may proceed 
without waiting for us to contact the County 
Health Officer. Of course, the Florida State Board 
of Health will be glad to send him all information, 
including forms, letters and leaflets, that he may 


desire. 
Reference 
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Recovery of 8 Hemolytic Streptococci 
From Throats of Mother and Child: Rela- 
tionship to Respiratory Illness. By Milton S. 
Saslaw and Murray M. Streitfeld. J. Infect. Dis. 
104:233-237 (May-June) 1959. 

The recovery of group A # hemolytic strep- 
tococci from the throats of mothers and their 
children may be an important guide in the epi- 
demiology of streptococcal infection and in the 
etiology of rheumatic fever. The study here re- 
ported was undertaken to determine the relation- 
ship of spread of streptococci between mothers 
and their children in the second grade of school, 
and how such spread might be correlated with 
the school absenteeism of the child. Fifty-three 
children attending public schools in Miami were 
subjected to weekly throat swabbings and month- 
ly venipunctures during the 1956-1957 school 
year, and mothers of 36 of these children also par- 


ticipated in the program. The throat cultures were 
studied for the presence of 8 hemolytic strep- 
tococci. The venous blood samples were submit- 
ted to antistreptolysin O titer determinations. 
The failure to observe frequent transmission of 
organisms from mother to child or from child to 
mother led to the conclusion that, in the absence 
of an epidemic of streptococcal disease, low strep- 
tococcal pathogenicity and/or high host resistance 
may account for the infrequent concomitance of 
B hemolytic streptococci and clinical respiratory 
illness in spite of the common recovery of strep- 
tococci from children’s throats. 





Members are urged to send reprints of their 
articles published in out-of-state medical jour- 
nals to Box 2411, Jacksonville, for abstracting 
and publication in The Journal. If you have 
no extra reprints, please lend us your copy of 
the journal containing the article. 
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Leo Michael Wachtel Jr.. M. D.. President 


A native Georgian, Dr. Leo Michael Wachtel 
Jr., was born in Savannah on Oct. 5, 1912. He 
attended local schools and was graduated from 
the Savannah High School. He entered Emory 
University in Atlanta for his academic training, 
where he was elected to membership in Omicron 
Delta Kappa. In 1934, he was awarded the Bache- 
lor of Arts degree by that institution. He then 
chose Jefferson Medical College in Philadelphia 
for his professional education and received the 
degree of Doctor of Medicine there in 1938. From 
1938 to 1940 he served an internship at St. 
Vincent’s Hospital in Jacksonville. 

A member of the Army Medical Reserve 
Corps from 1938 through 1942, Dr. Wachtel 
served during World War II at Carlisle Medical 
Barracks, Carlisle, Pa., with the rank of first 
lieutenant. Upon discharge from military service, 
he returned to Jacksonville, where he has en- 
gaged in the general practice of medicine for 
nearly two decades. Locally, he is a member of 
the courtesy staff of Baptist Memorial Hospital, 
St. Luke’s Hospital, Duval Medical Center, 
Brewster Hospital and Hope Haven Hospital, and 


of the active staff and chief of the Department 
of General Practice at St. Vincent’s Hospital, 
where he was president of the staff from 1954 to 
1956. He also serves as school physician to St. 
Vincent’s Hospital School of Nursing. 

Dr. Wachtel has served Florida medicine with 
distinction through the years both at the county 
and the state levels. From 1944 to 1946 he was 
secretary of the Duval County Medical Society 
and in 1957 served as its president. From 1944 
to 1954 he was a member of its editorial com- 
mittee. A member of the Council of the Florida 
Medical Association from 1956 to 1958, he held 
membership in the Association’s Key Contact 
Committee in 1958 and 1959 and also served as 
chairman of the Necrology Committee during 
those years. In 1957, 1958 and 1959 he served 
on reference committees, the first year as chair- 
man. Active in his chosen field, he was secretary 
of the Florida Academy of General Practice in 
1953 and in 1956 was its president. At the nation- 
al level, he is presently serving a three year term 
as a member of the Commission on Hospitals of 
the American Academy of General Practice, 








1386 


In addition to holding membership in the 
Duval County Medical Society, the Florida Medi- 
cal Association and the Florida Academy of 
General Practice, Dr. Wachtel also holds mem- 
bership in the Florida Obstetric and Gynecologic 
Society. National medical organizations with which 
he is affiliated include the American Medical 
Association, Southern Medical Association, Ameri- 
can Academy of General Practice and World 
Medical Association. From 1956 to 1959, he was 
a member of the board of directors and of the 
executive committee of Blue Shield of Florida. 
In 1959 he was chairman of the Jefferson Medical 
College Alumni of Florida. 
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From 1942 to 1947, Dr. Wachtel served on 
the board of directors of the Jacksonville Junior 
Chamber of Commerce, and during 1945 and 1946 
was vice president of the Florida Junior Chamber 
of Commerce. He is a member of the Riverside 
Presbyterian Church of Jacksonville, in which he 
has served as an elder since 1955. He also holds 
membership in the River Club and serves on the 
board of trustees of the Bolles School. 

Dr. Wachtel and Mrs. Wachtel, the former 
Miss Helen Ross Dixon of Brunswick, Ga., have 
two sons, Leo Michael Wachtel III and John 
Dixon Wachtel. 





Modern Thoracic Surgical Management 


Aside from the great strides made in operative 
safety over the past 20 years, many refinements 
in technique have appeared in the management 
of disease of the chest. 


Bronchoscopy, an almost routine procedure 
in evaluation of thoracic disease, is now often 
performed with the patient in the sitting position. 
Even the patient with the most severe cardiac dis- 
ease can, if need be, tolerate examination in the 
sitting position with or without the oxygen attach- 
ment on the bronchoscope. Facility without un- 
due manipulation is thus attained, and with the 
use of the right angle and oblique lenses, all of 
the major bronchial orifices may be visualized. 
Selective bronchial washings coupled with special 
bacteriologic techniques enable precise diagnosis, 
especially in determining the location of an open 
draining source of acid-fast infection or primary 
tumor. Progress has been made in tumor cell 
identification in the usual bronchial aspirate and 
also in the collected 24 and 48 hour sputum speci- 
men. As pathologists gain more experience in 
tumor cytology, a smear of the sputum may be- 
come a more useful screening test for cancer of 
the lung. 


Scalene fat pad biopsy is now performed al- 
most routinely in suspect neoplasia of the lungs. 
As a general rule each lung drains to its corre- 
sponding side of the neck, but it has become 
common knowledge that the right lower lobe may 
drain to the left side of the neck. The usefulness 


of this simple procedure is obvious in preventing 
unnecessary thoracotomy. 

Pulmonary function studies presently offer a 
useful guide in determining how incapacitating 
surgical removal of pulmonary tissue will be. In 
borderline cases bronchospirometry coupled with 
maximum breathing capacity determinations will 
disclose those patients unable to undergo resec- 
tion safely. 

Detailed preoperative explanation to the pa- 
tient of the importance of coughing, deep breath- 
ing and shoulder motion is another refinement 
which should be routine in all thoracic procedures. 
The occurrence of shoulder disability has been all 
too frequent in the past following procedures 
such as thoracotomy and radical mastectomy and 
can be largely prevented by seeking patient co- 
operation preoperatively and by stressing full 
range of shoulder motion as a daily exercise post- 
operatively. 

Perfection and dissemination of modern posi- 
tive pressure equipment coupled with the use of 
various mucolytic agents facilitate aeration of 
atelectatic segments in surgical and medical cases. 

In certain selected patients, medical hypnosis 
has been used to enable effective coughing post- 
operatively, and pain has. been decreased by 
hypnotic suggestion. 

In the future, with perfection of heart-lung 
machines and various prosthetic devices, the scope 
of thoracic surgery will be widened even further. 

WiriiiaM R. Runo es, M.D. 
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Communication 


1. With Patients 


Communication has become a highly devel- 
« »ed science, reaching as far as outer space, from 
y.nich electrocardiograms and other biological 
reasurements may be telemetered back to this 
eirth. Upon this planet men may communicate 
with each other by a host of engineering marvels. 
Yet despite these advances in methods of com- 
riunication we of the medical profession have 
fallen sadly behind in our attempts to, and 
ability to, communicate with others. Several 
facets of this problem will be explored in this 
and succeeding editorials. 

Communication is defined as an interchange 
of thoughts, and as a conference for the joint 
possession of something intangible such as news, 
opinions or intelligence. It is above all a sharing, 
with benefits deriving to each participant. It may 
contribute to “good public relations,” but should 
not be considered synonymous, for public relations 
is more in the nature of advertising or promoting 
the good points of a profession or company with- 
out interchange of views. 

As physicians, our most frequent communica- 
tion is with patients. Although each of us has 
developed his own methods of history-taking and 
of discussing diagnosis and treatment, it is worth 
reminding ourselves that not all communication 
is verbal. To the observant physician, the patient 
may betray many emotions, including anxiety or 
grief, by his posture, his blushing, the avoidance 
of certain subjects, or by inappropriate answers. 
Conversely, the physician, by unguarded shrugs, 
frowns, and the like, may convey unintended criti- 
cism or concern to an overly sensitive patient. 


In all discussions between doctor and patient, 
it is essential that each understand the other. 
The patient should be asked to explain unfamiliar 
slang phrases, and should be encouraged to ask 
for simple definitions of medical terms he does 
not understand. ‘“Cardiospasm’’ may be as in- 
significant as a hiccup to the physician, but unless 
the term is avoided or is clearly explained as per- 
taining to the gastrointestinal tract, its use might 
well convince the patient that he has heart dis- 
ease. Or consider the plight of the young man 
seeking a circumcision who expressed himself so 
poorly that a vasectomy was performed. A few 
moments spent in defining terms—in true com- 
munication—would have prevented such a catas- 
trophe. A blackboard, models or simple pictures 
will often assure complete understanding of tech- 
nical terms. 

The doctor must also be aware of the adept- 
ness in communication (or lack of it) by the 
personnel in his office, who are so closely identi- 
fied with the doctor himself. A cheerful recep- 
tionist who greets the patient by name, and the 
sympathetic nurse who often obtains bits of in- 
formation not proffered the doctor, can both be 
assets in promoting adequate communication be- 
tween doctor and patient. 

These may be considered petty points, but un- 
less adequate communication is established be- 
tween physician and patient, not only is first- 
rate therapy impossible, but the prestige of the 
entire medical profession suffers. 

J. M. P. 





Role of Live Attenuated Poliovirus Vaccine 


Although the development of Salk vaccine 
against poliomyelitis represents one of the great 
milestones in medical research, the disadvantages 
of this vaccine have also become apparent with 
its use. 

Its major biological limitation appears to be 
the fact that although good protection against 
paralytic disease is conferred upon the individual 
by a potent vaccine, there is no barrier to the con- 


tinued transmission of poliovirus through the 
enteric tract. Among the practical limitations in 
achieving 100 per cent immunization levels have 
been the expense, the requirement for repeated 
injections with a needle, and the difficulties in 
producing uniformly potent lots of vaccine. The 
net effect has been that large segments of the 
population remain susceptible to paralytic disease, 
and without vigorous efforts to initiate and repeat 
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vaccination, this susceptible segment is likely to 
increase. 

Live attenuated poliovirus vaccine presently 
may have the answer to many of the problems 
involved in the use of killed vaccine. Because it 
will be far less expensive and because it is ad- 
ministered as a pleasantly flavored drink, it 
should be far more acceptable to the public. 
There is also hope that one dose of the new vac- 
cine may be at least as effective as several doses 
of the highly effective killed vaccine. Both kinds 
of vaccine provide systemic immunity, but only 
the live vaccine induces a local tissue immunity 
that may provide a degree of protection which 
even several doses of killed vaccine does not pro- 
vide. This may result in an immunity of the in- 
testinal tract to further infection and dissemina- 
tion of poliovirus, and probably eliminate the 
healthy carrier state in polio. The possibility 
exists that the vaccine virus may completely 
eliminate the wild and virulent poliomyelitis virus 
from the community. 

The Surgeon General of the Public Health 
Service has expressed the need for large scale 
field trials of the live vaccine in this country. 
There is no question in the minds of practically 
all authorities that the new vaccine is safe for the 
person receiving it. A few authorities have indi- 
cated concern for the safety of unvaccinated con- 
tacts to vaccinated persons. Under the sanitary 
conditions generally prevalent in this country, 
however, it is thought that there will be no sig- 
nificant degree of spread of the vaccine to con- 
tacts by natural methods. Furthermore, very care- 
fully supervised use of the vaccine on several 
thousand people in this country has already given 
convincing proof of the safety of live virus vac- 
cine. There have been no indications that even 
minor reactions occur. At least 12,000,000 doses 
of live poliovirus vaccine have already been ad- 
ministered in other countries of the world. 

Both small and large scale studies have usual- 
ly called for the sequential feeding of children of 
O to 12 years of age or less of the three types of 
attenuated poliovirus, but in some of the most 
recent studies the simultaneous feeding of all 
three types has been done with apparent demon- 
stration of triple immunizing capacity. Following 
the administration of the vaccine there has usual- 
ly been a surveillance period of several months 
duration or longer in which both vaccinated per- 
sons and their associates have been observed 
rather closely. 
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ANTIBODY RESPONSE.—The studies designed 
to test the efficiency of the vaccine have yielded 
different results in different environments, vary- 
ing in children from 50 to 60 per cent effective- 
ness to as high as 90 to 100 per cent. The anti- 
body response depends on successful establish- 
ment of alimentary infection. The response of 
newborns and children of varying ages and adults 
including pregnant women have been studied, and 
in general, infants and children responded better 
than adults. The immune status of the individual 
prior to feeding, as well as the dose of the vaccine, 
obviously had an important bearing on this re- 
sponse. 


INTERFERENCE.—Some viruses found in the 
alimentary tract, as well as poliovirus, may pre- 
vent to an extent as yet unknown the infection 
with attenuated poliovirus from becoming estab- 
lished. Recent studies have indicated that when 
either a higher dosage of each virus type is used 
in a trivalent preparation or when the preparation 
is fed more than once, the results are at least as 
good or better than those achieved by feeding the 
strains consecutively. 


DISSEMINATION OR Cross INFECTION. — The 
degree of spread of infection to contacts of those 
vaccinated varied considerably in different situa- 
tions, but in families and in closed institutions 
spread was common. In countries with a low de- 
gree of natural immunity in childhood, consider- 
able spread may occur in the nonvaccinated popu- 
lation. On the other hand, it appears that in 
communities where immunity is acquired at an 
early age the spread of the vaccine virus is ap- 
parently restricted. It has not been possible to 
follow clearly the natural spread of attenuated 
poliovirus after its first or second passage. 


SAFETY.—Since the development of these vac- 
cines, each has been widely used under a great 
variety of circumstances. Studies of great magni- 
tude involving administration of vaccine on a 
community-wide basis to hundreds of thousands 
of persons have been reported from Africa, Asia, 
Europe and Latin America, and two trials in- 
volving several millions in the Union of Soviet 
Socialist Republics. Smaller, and therefore more 
carefully controllable studies, have been reported 
from Europe and the United States. The degree 
of thoroughness with which orally vaccinated per- 
sons and their contacts have been observed for 
evidence of adverse effects has varied greatly in 
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 fferent studies; yet no evidence has been ad- 
uced that use of any of the vaccines has been 
lowed by either paralysis or ill-defined illnesses 
1 either group in a greater number of instances 
aan has been observed in a control group or in 
he community at large among nonvaccinated 
ersons. 


EFFECTIVENESS.—Although the studies have 
iniformly shown significant increases of antibody 
‘or all three types of virus and therefore pre- 
umed protective value, few of the studies have 
been conducted under conditions that could pos- 
sibly shed light on the value of the vaccines in 
preventing paralysis. This has been due not to 
defects in the studies but rather to the known 
low attack rate of paralytic poliomyelitis and the 
extreme variability in the occurrence of the dis- 
ease and the shortness of time that has elapsed 
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since the vaccines have been fed. In most of the 
studies, therefore, there have been no attempts 
to assess effectiveness other than by increase in 
antibody. In a few instances, however, it has 
been claimed that use of the vaccine has been 
followed by low rates, either in those vaccinated 
or in the community, which are consistent with 
those that might be expected as a sequel to use 
of an effective vaccine. Conversely, no data as to 
increase or continued high incidence have been 
reported which would indicate lack of efficacy. 
On the basis of our present knowledge of the 
immunology and pathogenesis of poliomyelitis, 
it is generally agreed that assumption of effective- 
ness is reasonable, provided virus excretion and 
antibody response have occurred. 


RicHArRD G. SKINNER Jr., M.D., CHAIRMAN 
POLIOMYELITIS MepIcAL ADVISORY COMMITTEE 





Dade County Community Polio Program 
Progress Report 


The Dade County Health Department, the 
University of Miami School of Medicine, and the 
Dade County Medical Association are currently 
conducting a field trial with live attenuated polio 
virus vaccine. The objective of this project is to 
test the hypothesis that oral trivalent polio vac- 
cine, when given to a high percentage of a popula- 
tion, will virtually eradicate poliomyelitis from 
a community. 

A single oral 2 milliliter dose of the Lederle- 
Cox trivalent poliomyelitis vaccine, containing 
approximately 1.2 million virus particles of each 
of the following attenuated strains, will be given: 
Type 1 (SM strains), Type 2 (MEF-1 strains) 
and Type 3 (Fox strains). 

An effort will be made to give this vaccine 
to all county residents less than 40 years of age, 
approximately 520,000 people. Preliminary data 
suggest that 10 per cent of the residents over 
40 are being fed the vaccine, and in addition, 10 
per cent of those being fed are nonresidents. The 
estimated total feedings will be approximately 
600,000. 

Approximately 8,000 people including Uni- 
versity of Miami students were fed between Feb- 
ruary 3 and February 15, 1960. On February 16, 
widespread community feedings were begun, pri- 
marily in the public school system. By March 1, 
records of over 150,000 feedings have been re- 


ceived. By May 16, all feedings of oral vaccine 
will probably end until late fall 1960. 


From January 25 through February 6, 1960, 
survey teams visited 1,500 randomly selected 
households in Dade County. They collected cer- 
tain interview data concerning polio and other 
immunizations from 92 per cent of the selected 
households. An effort was made to collect blood 
specimens from all children less than 14 years of 
age and from one third of the persons 14 years 
and over in these households. A total of 1,300 
bloods have been collected. The tabulation by 
age, socioeconomic groups and other items is 
currently being completed. From approximately 
May 16 to July 1, a second blood specimen will 
be obtained from these same persons. The paired 
sera will be titrated by tissue culture techniques 
for neutralizing antibodies against all three types 
of polio by the cooperating laboratories, the 
Florida State Board of Health Central Labora- 
tory in Jacksonville and the Variety Children’s 
Research Foundation Laboratory in Miami. 

In order to determine the antigenic potency of 
the trivalent vaccine, paired sera have been or 
will be obtained from the following groups: 


600 young adults (primarily University 
of Miami students) who have never 
received Salk immunization 
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200 young adults (primarily University of 
Miami students and Air Force person- 
nel and dependents) who have received 
three or more Salk injections 

200 infants and preschool children (pri- 
marily from Health Department Clin- 
ics) who have received no Salk injec- 
tions 

2,500 elementary school students (repre- 
senting 60 to 70 per cent of six repre- 
sentative elementary schools in the 
county ) 


The paired sera will be titrated by tissue cul- 
ture techniques for neutralizing antibodies. Sever- 
al hurdred specimens will be determined both 
three and five weeks after feeding and a similar 
number by both the metabolic inhibition and the 
cytopathogenic technique. 

The mass immunization program, which is 
voluntary and free, utilizes private physicians’ 
offices, schools, regular Health Department clin- 
ics, special community clinics, industrial clinics, 
mobile units, fairs, and all gatherings where eli- 
gible residents congregate. The data included on 
the simple information form and request for vac- 
cination are being placed on IBM cards, alpha- 
betized, and filed. 

Careful surveillance for polio and polio-like 
diseases and complete investigation of alleged re- 
action to the vaccine are being carried out by the 
epidemiologist at the Dade County Health De- 
partment, supported by the routine and reference 
laboratory facilities of the State Board of Health, 
the Variety Children’s Research Foundation Labo- 
ratory, and the Jackson Memorial Hospital, as 
well as reference services in other laboratories. 

In addition to an independent study being 
conducted by Dr. Henry Gelfand of the United 
States Public Health Service and by Dr. Murray 
and associates of the United States Bureau of 
Standards, there is underway weekly sampling 
of the sewage system of Dade County from 14 
separate points for the isolation and identification 
of enteroviruses. 

M. EuGENE F.ipse, M.D. 





Eighty-Seventh Annual Meeting 
Florida Medical Association 
May 26-29, 1961 
Miami Beach 
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American Medical Association 
109th Annual Meeting 
Miami Beach, June 13-17, 1960 

The 109th Annual Meeting of the American 
Medical Association will be a forum presented by 
some of the nation’s top scientific brains. Ap- 
proximately 2,000 physicians, all outstanding in 
their field, will participate in presenting the 
scientific program of the meeting to be held in 
Miami Beach, June 13-17. It will be the first 
meeting in Miami Beach, and the first annual 
meeting in the South since 1932. The 1954 Clini- 
cal Meeting was held in Miami. 

At this meeting in this famous resort city of 
his home state, Dr. Louis M. Orr of Orlando, 
President of the American Medical Association, 
will relinquish the association’s highest office to 
Dr. E. Vincent Askey of Los Angeles. Dr. Orr, 
the first Florida physician to hold this important 
post, has filled it with great distinction and is 
now rounding out a most successful year. 

On the program are two general scientific 
meetings in the Grand Ballroom of the Fontaine- 
bleau Hotel, and other lectures, symposiums, and 
panel discussions in the Fontainebleau, in the 
Eden Roc Hotel, and in the new, air-conditioned 
Miami Beach Exhibition Hall. Sessions on derma- 
tology, being held jointly with the Society for 
Investigative Dermatology, will be in the di Lido 
Hotel. 

The opening general scientific meeting, Mon- 
day afternoon, June 13, will begin with the Joseph 
Goldberger Lecture on Clinical Nutrition. Dr. 
Carl A. Lincke, chairman of the American Medi- 
cal Association’s Council on Scientific Assembly, 
will preside at this meeting. 

The lecture will be followed by a symposium 
on nutrition, including an address by Dr. Grace 
A. Goldsmith, Professor of Medicine, Tulane 
University School of Medicine, New Orleans, on 
“Highlights on the Cholesterol—Fats, Diets and 
the Atherosclerosis Problem.” 

The second general meeting will be a sym- 
posium on “Evaluation and Preparation of Pa- 
tients for Anesthesia and Surgery,” Tuesday 
morning, June 14, to which the sections on Anes- 
thesiology, Diseases of the Chest, General Prac- 
tice, Internal Medicine, Pediatrics, Pathology 
and Physiology, and Surgery have contributed. 
Participating will be Drs. Meyer Saklad, Provi- 
dence, R. I.; Thomas Rardin, Columbus, Ohio; 
Eugene Turrell, Milwaukee, Wis.; John S. LaDue, 
New York City; Arlie R. Mansberger Jr., Balti- 
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Beaches in the Miami area. 


more; George Meneely, Nashville, Tenn.; Rob- 
ert M. Smith, Boston, and C. Rollins Hanlon, St. 
Louis. 

SECTION ProGRAMS.—What is new in surgery 
will be explored during a symposium and panel 
discussion on Wednesday morning. The program 
was developed from suggestions obtained from 
a survey of the heads of departments of surgery 
in the nation’s medical schools. 

The symposium will be on “Recent Advances 
in Treatment of the Cancer Patient,” with an in- 
troduction to the problem, including methods of 
decreasing spread of cancer cells during opera- 
tions, being presented by Dr. Warren H. Cole, 
Chicago. Dr. Cole also will serve as moderator of 
the panel on “Current Status of the Treatme: t of 
Advanced Cancer of the Thyroid and Breast.” 

Dr. Arthur M. Master, New York City, will 
speak on “Effort, Occupation (including p wysi- 
cians) in Coronary Occlusion” during a ym- 
posium on Medical Chest Emergencies, and Dr. 
John F. Briggs, St. Paul, Minn., will diicuss 
“Pulmonary Embolism.” 

Dr. John H. Moyer, Philadelphia, will moder- 
rate a symposium on ‘“Edema—Its Physiology 
and Use of Newer Diuretics in Its Treatment.” 
Dr. Irving S. Wright, New York, will moderate 


a symposium on “Pathogenesis and Treatment 
of Thromboembolic Phenomena.” Dr. Daniel C. 
Moore, Seattle, Wash., will take part in a ses- 
sion on “Newer Trends in Diagnosis and Treat- 
ment,” discussing ‘““Oxygen—The Rational Thera- 
py for Systemic Toxic Reactions from Local 
Anesthetic Drugs.” 

There will be panel discussions on “Tumors 
of the Trachea and Bronchial Tree,” with Dr. 
Paul H. Holinger, Chicago, moderator, and one 
on “Disseminated Diseases of the Chest,” with 
Dr. Harold O. Peterson, Minneapolis, moderator. 

Highlights of other section meetings include: 

NERvoUS AND MENTAL DisEAsEs.—Dr. E. S. 
Gurdjian, Detroit, “Critique of Occlusive Disease 
of the Carotid Artery and the Stroke Syndrome.” 
Dr. Leo H. Bartemeier, Baltimore, “Comments 
on the Relations Between Psychiatrists and Other 
Physicians.” 


OBSTETRICS AND GYNECOLOGY.—Dr. Stirling 
G. Pillsbury, Long Beach, Calif., “31,595 De- 
liveries with One Maternal Death.” Jerome M. 
Kurnamer, Santa Monica, Calif., “An Answer for 
Criminal Abortion.” 


INTERNAL MEDICINE.—‘“Symposium on Hypo- 
cholesteremic Drugs.” Dr. Walter L. Palmer, 
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Chicago, “The Billings Lecture: Causality in 
Peptic Ulcer.” Dr. Rudolph H. Kampmeier, Nash- 
ville, Tenn., “Collagen Diseases—Some Unanswer- 
ed Questions.” 


LARYNGOLOGY, OTOLOGY, AND RHINOLOGY.— 
Dr. George A. Sisson, Syracuse, N. Y., ‘Problems 
and Complications in Head and Neck Surgery.” 
Dr. C. M. Kos, Iowa City, Iowa, “Five Year 
Results of Stapes Mobilization and Current Re- 
sults with Vein Plug Stapedeoplasty.” 


PREVENTIVE MeEpIcINE.—Dr. Jan H. Tillisch, 
Rochester, Minn., “Medical Aspects of Safety 
in the Air.” Dr. Robert B. Stonehill, San An- 
tonio, Texas, “Air Travel and the Cardiopul- 
monary Patient,” a film presentation. 


OrTHOPEDIC SuRGERY.—Dr. Sidney Keats, 
Newark, N. J., “Surgery of the Extremities in 
the Treatment of Cerebral Palsy.” Dr. H. R. 
McCarroll, St. Louis, Mo., “The Management of 
Complicated Ununited Fractures of the Tibia and 
Fibula.” 


Peptatrics.—Dr. Leonard S. Sommer, Miami, 
moderator, “Symposium on Congenital Heart Dis- 
ease—Present-day Status from Viewpoint of 
Practitioner of Medicine.” 


MIscELLANEOusS Topics.—A half-day session 
on the “Management of the Older Patient.’”’ Par- 
ticipants include Dr. Philip Thorek, Chicago. 


ExuiBits.—About 290 exhibits will be on dis- 
play in the Miami Beach Exhibition Hall, repre- 
senting the most outstanding exhibits selected 
from 540 applications. 

A new special exhibit on Body Fluid Dis- 
turbances, offering a complete course in body 
fluids, will be presented in its entirety on two 
days. Different aspects will begin at specific times 
to permit physicians to attend only those parts 
in which they are particularly interested. 

A special exhibit on fractures will include 
booths on fractures of the ankle, hip, wrist, tibia 
and fibula, children’s fractures, and fractures re- 
sulting from falls on the outstretched hand. 
About 50 prominent orthopedic surgeons will 
take part in the demonstrations at this exhibit. 

Specials on Pulmonary Function and Fresh 
Tissue Pathology also will be highlighted in the 
Scientific Exhibition area. 

An outstanding program of motion pictures 
and television, which will be coordinated with the 
rest of the scientific program, will be presented 
also in the Miami Beach Exhibition Hall. 
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Health Fair Attracts 
Large Crowds at Sarasota 


The Sarasota Health Fair, held in the Munic- 
ipal Auditorium at Sarasota on February 15 to 
18, 1960, was the first venture of its type to be 
staged on the West Coast of Florida. The Sara- 
sota County Medical Society, with less than 100 
members, in cooperation with the Sarasota Her- 
ald-Tribune was sponsor. Two health fairs pre- 
viously had been held on the East Coast—one in 
West Palm Beach in connection with the Palm 
Beach County Fair and the other in Miami dur- 
ing a meeting of the American Medical Associa- 
tion. 

Dr. James E. Kicklighter, President of the 
Society, served as chairman of the Committee on 
Arrangements. A group of 30 physicians donated 
a portion of their time to be in attendance at the 
event, answering questions on all medical prob- 
lems no matter how small. Working in shifts, the 
physicians were on duty at the Fair throughout 
the day and in the evening. 

Law enforcement agencies in Sarasota Coun- 
ty, including the Sheriff’s Department and the 
Police Department, cooperated in the Fair, and 
uniformed officers were on duty throughout the 
three day event. 





A portion of the crowd visiting exhibits and obtain- 
ing caia on blood tesis. 
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Dr. Ralph W. Jack of Miami, President of the Florida Medical Association, cuts the ribbon signifying official 
opening of the Sarasota Health Fair. Others (from left) are Don Laurent, Administrator of Sarasota Memorial 
Hospital; Frank L. Hoersting, Mayor of Sarasota; Dr. James E. Kicklighter, President of the Sarasota County 
Medical Society, State Trooper John Campbell, Sheriff Ross Boyer, William Klaus, and James Spanos, Chairman 


of the County Commission. 


Some 50 exhibits were set up in the audito- 
rium. They were supplied by various national, 
state and local health groups, such as the Oak 
Ridge Institute for Nuclear Studies, American 
Pharmaceutical Association, United States Navy, 
American Dental Association, Sloan-Kettering 
Research Institute, American Medical Associa- 
tion, Blue Cross—Blue Shield, Florida State Board 
of Health, Alcoholic Rehabilitation Program and 
the College of Medicine of the University of 
Florida. 

Dr. Ralph W. Jack of Miami, President of the 
Florida Medical Association, cut the ribbon sig- 
nifying official opening of the Fair at six o’clock 
Monday evening, February 15. At that time he 
stated: ““The Sarasota Health Fair is of particular 
significance to us in Florida Medicine because it 
marks the first time anywhere in the country, to 
our knowledge, that a medical society the size 





of the local group of doctors has undertaken so 
ambitious a project for the public.” 

Visitors coming through the front door of the 
auditorium were ushered to the right for viewing 
the hospital corridor, exhibited by Sarasota 
Memorial Hospital, which included laboratories, 
blood bank, operating room, iron lung, nursery 
and all the other services of a modern hospital. 
After this exhibit, the visitor passed among dec- 
orated booths explaining health centers, hospital- 
ization plans, dietetics, atomic energy, blood 
pressure determinations, careers in medicine, 
space medicine, dental displays, immunization, 
highway safety, and artificial respiration. 

The Sarasota County Health Department set 
up a blood testing center in an open tent near the 
auditorium. Volunteer nurses and other person- 
nel tested the blood of visitors for sugar, low 
hemoglobin and other defects. 
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During the initial hour of the Fair, 358 per- 
sons passed into the auditorium. At the close, 
22,000 had visited the exhibition; of this num- 
ber, 6,000 were high school students. 

Dr. Kicklighter stated that the Society began 
planning the Fair in April 1959 and that it look- 
ed at times as if the project would have to be 
abandoned because of the many details involved 
in such an undertaking. The Committee on Ar- 
rangements, however, refused to admit defeat and 
went on with plans. He commented that since at 
the outset the Society had its doubts the Fair 
would attract 10,000 persons, all the members 
were highly pleased at the reception given it by 
more than twice this number. 





Twenty-Sixth Annual Meeting 
American College of Chest Physicians 
Miami Beach, June 8-12, 1960 

The American College of Chest Physicians 
will hold its five day annual meeting in Miami 
Beach next month. The dates of this twenty-sixth 
annual meeting, which will have its headquarters 
at the Saxony Hotel, are June 8-12, 1960. Dr. 
Seymour M. Farber, San Francisco, President of 
the College, will preside at the meeting. Dr. M. 
Jay Flipse, Miami, President-Elect, will take of- 
fice as President following the President’s Ban- 
quet on Saturday evening, June 11. Dr. Alexander 
Libow, Miami Beach, is serving as Chairman of 
the Committee on General Arrangements for the 
meeting. Serving as Regent of the College for 
the State of Florida is Dr. Arnold S. Anderson, St. 
Petersburg. 

Dr. Thomas Mattingly, Washington, D. C., 
Chairman of the Cardiovascular Section, Com- 
mittee on Scientific Program, and Dr. R. Drew 
Miller, Rochester, Minn., Chairman of the Pul- 
monary Section, have arranged an exceptional 
scientific program which will include papers by: 
Drs. Philip Samet, Eugene M. Fierer and William 
H. Bernstein, Miami Beach; Drs. E. Charlton 
Prather, James O. Bond, Eldert C. Hartwig, and 
F. P. Dunbar, Jacksonville; Drs. Mark W. Wol- 
cott, Thomas J. Kiernan and George L. Baum, 
Coral Gables; and Dr. E. Sterling Nichol, Miami. 
Among important topics to be discussed are: 
“Newer Diagnostic Aids in Cardiology,” “Cardiac 
Resuscitation,” “Pulmonary Function in Cardiac 
Disease,” “Carcinoma of the Lung: A Study of 
Five-Year Survivals Following Surgery,” and 
“Effect of Cardiac Arrhythmias on the Circula- 
tion of the Vital Organs.” 
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A program of scientific motion pictures to be 
presented on Friday, Saturday and Sunday, June 
10, 11 and 12, has been arranged by Dr. Paul H. 
Holinger of Chicago. 

Other highlights of the meeting will include 
the presentation of the College Medal at the 
President’s Banquet on June 11 and the Convo- 
cation at which 100 physicians will be awarded 
their certificates of Fellowship in the College. 

Additional aspects of the scientific program 
will be the Postgraduate Seminars on Wednes- 
day, June 8. There will be two morning and two 
afternoon sessions devoted to cardiovascular and 
pulmonary discussions. The tuition fee of $7.50 
for each postgraduate seminar will be included in 
the registration fee of $25 for nonmembers. 
Physicians from Florida lecturing at these ses- 
sions are: Drs. Jack Reiss, Mark W. Wolcott and 
Jim S. Jewett, Coral Gables; Ralph Jones Jr., 
Charles F. Tate Jr., DeWitt C. Daughtry, Fran- 
cisco A. Hernandez, Robert S. Litwak, Francis 
N. Cooke, Marvin S. Meitus and Fred Wasser- 
man, Miami; Richard G. Connar, and Hawley H. 
Seiler, Tampa; Ivan C. Schmidt, West Palm 
Beach; Paul N. Unger, Philip Samet and David 
A. Nathan, Miami Beach; and Robert J. Boucek, 
North Miami Beach. 

The Fireside Conferences will be held on Fri- 
day evening, June 10, and will include such sub- 
jects as: “Biopsy and Cytology in Diagnosis of 
Pulmonary Diseases,” ‘Mechanical Assists to the 
Circulation in Heart Failure,” “Surgery of Lung 
Tumors,” “Allergy in Pulmonary Disease,” and 
“Aerosol Therapy.”’ Some of the discussion lead- 
ers will be: Drs. N. Joel Ehrenkranz, Paul W. 
Boyles and E. Sterling Nichol, Miami; Ballard 
F. Smith, Fort Lauderdale; Fred Wasserman and 
Mark W. Wolcott, Coral Gables; and James O. 
Bond and E. Charlton Prather, Jacksonville. 

Also of interest will be a film presentation of 
a television broadcast on the subject “Report to 
the People on Lung Cancer.” Among the partici- 
pants will be Dr. M. Jay Flipse of Miami. 

There will also be six round table luncheons 
daily on Friday, Saturday and Sunday, June 10, 
11 and 12, at which the following physicians 
from Florida will participate: Drs. Robert S. 
Litwak and N. Joel Ehrenkranz, Miami. 

This will be the first time the American Col- 
lege of Chest Physicians has held an annual meet- 
ing in Miami Beach. The meeting will be directly 
in advance of the. American Medical Association 
meeting. 
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Florida Medical Association Officers 
Attend Congressional Dinner 





Officers of the Florida Medical Association, the Florida Congressional Delegation, and other key 


physicians who attended the annual Florida Medica] Association Congressional Dinner held March 
9, 1960 in Washington included (front from left) Dr. Ralph W. Jack, President; Congressmen Paul 
Rogers, William Cramer, James Haley, A. S. Herlong and D. R. Matthews; and Dr. Walter J. Glenn; 
(back from left) Drs. H. Phillip Hampton, Leo M. Wachtel, President-Elect, Samuel M. Day, Secre- 
tary-Treasurer, Eugene G. Peek Jr., Edwin H. Andrews, Francis T. Holland and Edward R. Annis. 
Due to a heavy snowstorm, Senators Spessard Holland and George Smathers and Representatives 
Charles Bennett, Robert Sikes and Dante Fascell were unable to be present for the dinner meeting. 





Postgraduate Seminar 
In Arthritis and Related Diseases 
Hollywood, June 11-12, 1960 





Immediately following the Annual Meeting of 
the American Rheumatism Association and im- 
mediately preceding the Annual Meeting of the 
American Medical Association, a Postgraduate 
Seminar in Arthritis and Related Diseases will be 
held at the Diplomat Hotel in Hollywood-by-the- 
Sea. The dates for this meeting are June 11 and 
12, and the convenient location is adjacent to 
Miami Beach. The sponsors of the Seminar are 
the Florida Chapter of the Arthritis and Rheu- 
matism Foundation, the University of Miami 
School of Medicine, the College of Medicine of 
the University of Florida, and the South Florida 


Rheumatism Society, which is affiliated with the 
American Rheumatism Association. The course is 
acceptable for eight hours of Category I credit 
by the American Academy of General Practice, 
and the tuition is $15. 

In announcing the meeting, Dr. Woods A. 
Howard, of Lakeland, Chairman of the Medical 
and Scientific Committee of the Florida Chapter 
of the Arthritis and Rheumatism Foundation, 
stated that emphasis will be placed on the diag- 
nosis and management of the more common 
rheumatic disorders. The faculty includes Drs. 
Leon Sokoloff, Gene H. Stollerman, Alexander B. 
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Gutman, Edward F. Rosenberg, Charles Ragan, 
Joseph Lee Hollander, Philip S. Hench, Lawrence 
E. Shulman, Marian W. Ropes, Ephraim P. 
Engleman, David S. Howell, Theodore A. Potter, 
Morris Ziff, Theodore B. Bayles and Edward W. 
Lowman. 

Further information may be obtained from 
the Seminar Committee, Florida Chapter, Arthritis 
and Rheumatism Foundation, 1206 Huntington 
Medical Building, Miami 32. 





What Is the Florida Medical Assistants’ 
Association? 


Doctors, are you satisfied with your office 
medical assistant? 

Is she taking advantage of all opportunities 
to improve her knowledge and education, the 
better to serve the medical profession and the 
public? 

Is she a good public relations representative 
for the medical profession? 

Does she belong to a medical assistants’ or- 
ganization? 

Are you aware that such an organization 
exists? 

There is such an organization here in Florida. 
Its name is the Florida Medical Assistants’ As- 
sociation. It was formed in 1954 through the 
united efforts of groups in Duval and Hillsborough 
counties. It now has chapters in Duval, Hills- 
borough, Pinellas, Palm Beach, Polk and Orange 
counties with approximately 200 members. 

The organization has the full support of the 
Florida Medical Association and the American 
Medical Association. Patterned after medical so- 
cieties, it is composed of county chapters which 
comprise the state organizations, which in turn is 
a component of a national association. The Ameri- 
can Association of Medical Assistants was en- 
dorsed by the American Medical Association at 
its 1956 meeting in Seattle. At present there are 
25 affiliated state units and over 8,000 members. 
There are 10 physician advisors, one appointed by 
the American Medical Association from its Board 
of Trustees. 

The first annual convention was held in San 
Francisco in October 1957; others followed in 
Chicago in October 1958 and in Philadelphia in 
October 1959. The 1960 convention will be in 
Dallas in October. The Association now has an 
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office at 510 Dearborn Street in Chicago just 
across the street from headquarters of the Ameri- 
can Medical Association. An executive secretary 
was employed in 1959. 

To acquaint you further with the Who, What, 
When, Where and Why of the Florida Medical 
Assistants’ Association: 


Who... 


We who comprise the membership are the 
women who assist the doctors of Florida. We are 
the nurses, receptionists, secretaries, bookkeepers 
and technicians. We handle the business and tech- 
nical details of the doctors’ offices, thereby con- 
serving the physician’s time. Our respect for the 
medical profession makes us strive for better 
public relations; we endeavor to be ethical in all 
dealings with patients and in our participation in 
the civic affairs of the community. 


What... 


In their efforts to elevate the standards or pro- 
cedure in doctors’ offices and clinics individual 
county societies have joined forces with other 
county organizations to form a state association. 
This association is not, and shall never become, 
a trade union or collective bargaining agency. 
Its purpose is a sincere and cooperative inter- 
change of knowledge and ideas on how to improve 
public relations in medical endeavors. 


When... 


The Florida Medical Assistants’ Association 
was organized in 1954 and has continued to grow 
steadily in members and enthusiasm. It is en- 
dorsed by the Florida Medical Association with 
the following advisors: Drs. Edward Annis, Rob- 
ert F. Dickey, and W. Tracy Haverfield, of Mi- 
ami, and Francis T. Holland, of Tallahassee. 


Where... 


Each member is a member of her local county 
organization, which is endorsed by its county 
medical society, and is also a member of the state 
and national organization. 


Why... 

The purposes of this Association are: To bring 
members into a closer relationship, thereby pro- 
moting mutual understanding and a spirit of co- 
operation between the members; to promote the 
interest of the members and to secure better 
public relations; to provide a means whereby 
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a’ medical secretaries and assistants may become 
a: ociated and work together toward the common 
god of the medical profession; to enlarge the 
0; portunities of the members through education, 
s: entific and business training, and the participa- 
tin in vocational activities; and in general, to 
p.omote the highest standards of endeavor among 
medical assistants. 

In Duval County, the members of the local 
chapter have completed two study courses at 
Jacksonville University, “Anatomy and Physiol- 
ozy” and “Medical Terminology,” taught by pro- 
fessors of the University. Dr. Leila Wells gave 
four hours of instruction on laboratory procedure 
in June 1959. There was a symposium on Dec. 
12, 1959, at Sellers Auditorium, which was well 
attended and in which several local doctors par- 
ticipated, giving unselfishly of their time. A 
statewide educational program is now being set up 
through the University of Florida, which will 
be adaptable to all chapters in Florida. All chap- 
ters in the state have similar educational pro- 
grams through the Universities, and at the month- 
ly meetings physician speakers are most popular; 
medical films are shown, and office procedures 
are explained. 

Each chapter has its philanthropic projects. 
Methods of fund raising vary from rummage 
sales to fashion shows and dinners. 

On several political issues of mutual interest, 
the Assistants’ Association has recorded its sup- 
port or its opposition along with that of organ- 
ized medicine. 

The 1959-1960 officers are: President, Mrs. 
Muriel Martin, St. Petersburg; Vice President, 
Mrs. Edith Jones, Jacksonville Beach; President- 
Elect, Mrs. Iris Longworth, Tampa; Recording 
Secretary, Mrs. Jessie Knott, Orlando; Corres- 
ponding Secretary, Miss Mary L. Merrell, St. 
Petersburg; Treasurer, Miss Carmeline Cannella, 
Tampa; Parliamentarian, Miss Pearl Laffitte, 
Jacksonville; and Historian, Mrs. Florence Van 
Caeyzelle, Jacksonville. 

The annual state meeting will be held on 
June 3, 4 and 5, 1960 in Jacksonville at the 
Hotel Robert Meyer. Doctors are invited to at- 
tend local and state meetings to learn more about 
the organization and, above all, are urged to send 
their medical assistants to learn what the Florida 
Medical Assistants’ Association has to offer its 


members. 
ELIZABETH CRITCHFIELD, CHAIRMAN 
PuBLIC RELATIONS COMMITTEE 
FLor1pA MeEpIcaAL ASSISTANTS’ ASSOCIATION 
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Economics of Medicine 


Many years ago, in the horse and buggy days 
when a doctor’s transportation expenses amount- 
ed to a twenty-five dollar horse, a hundred dollar 
buggy, plus the cost of oats, and you were able 
to obtain a free lunch with a nickel glass of beer, 
doctor’s fees were settled for a chicken or a dozen 
eggs. Public reaction was the only criterion in 
limiting the physicians’ fees. There was no active 
influencing attempt to fix fees by medica] care 
plans such as Medicare, insurance companies, poli- 
ticians, Califoriia fee schedule, or the like. Phy- 
sicians commanded respect and were able to pro- 
vide for their families in a manner equal to that 
of the man in the upper ten per cent bracket in 
any community. 


Today our Washington committees, in addi- 
tion to shelving self-employed pension plans, limit- 
ing entertainment expenses for physicians, and 
many other hidden ruses, as contrasted to the 
relief extended to corporate business executives, 
have definitely made it more attractive to the 
young man to embark on a business career. True 
enough one must be dedicated to medicine to 
sacrifice the time and effort required in training, 
to sacrifice the time spent away from one’s family 
and the hours required to practice good medicine; 
to sacrifice at times one’s own health considera- 
tions for those of our patients. But even though 
we are dedicated, we need not be squeamish about 
insisting upon receiving adequate compensation 
for our time and services. In this day and age 
when one’s automobile expenses alone run close 
to several thousand yearly, we should get more 
than the chicken, or the eggs that it produces. 


Don’t let preconceived plans or fee schedules 
or politicians dictate to you—if you do, social- 
ized medicine will descend upon us—sooner than 
you think. We are asked by the AMA to adjust 
our fees for the aged. I say yes, by all means 
let’s—for those who cannot afford our regular fees 
—provided that all other businesses such as the 
taxi cab, newspaper publisher, restaurants, food 
stores, clothiers, builders, landlords, drug stores, 
hospitals and insurance companies do likewise. 
This would indeed be noble of all of the above 
mentioned, including ourselves, but should we be 
penalized financially for extending life and the 
comfort of living? 
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We do not have to agree to follow “this plan” 
or that “fee schedule” or anything else that fur- 
ther curtails our economic growth from keeping 
pace with our present inflation. It is time for us 
to say NO to many of these discriminatory limi- 
tations. Why not tax corporate big business and 
insurance companies to support such plans and 
then we will do our share also. Therefore, con- 
tinue to charge what you feel is just—ignore 
limiting fee schedules but do conform to your col- 
leagues’ and the local fees. Let us say again NO 
to some of these fee-curtailing plans instead of 
accepting them as noble ideas. Give the patient 
who is pressed financially a “break” as has al- 
ways been the tradition of medicine and let us 
practice economically unhindered. 

Our medical association, of course, does not 
condone excessive charges. There are a few indi- 
viduals who tend to “soak” frequently. Our 
Grievance Committee will justly correct such 
practices. You should advise patients who com- 
plain to you regarding others to put their com- 
plaints in writing to the Grievance Committee. 
This is the only way you can control the criticism 
of our economy and thereby preserve the right to 
practice medicine subject only to the limits im- 





Congenital Heart Disease Symposium 


program tor MIAMI BEACH 


| 





Moderator...... ‘Leonard S. Sommer, Miami, Florida 
Pediatric Cardiologist. .Catherine Neill, Baltimore, Md. 
Roentgenologist...... Robert Cooley, Galveston, Texas 
Anesthesiologist... Kenneth K. Keown, Columbia, Mo. 
re John K. Derrick, Galveston, Texas 


*This symposium will be held Wednesday, June 15, at 10:30 A.M. 


in the Fontainebleau Hotel. 


AMA Section on Pediatrics 


\éffers an qt ae we aoaka, 
one of more than 300 scientific 
presentations scheduled for the 


109" ANNUAL MEETING 
June 13—17 


VotuME NI \I 
NuMBER 11 


posed upon you by the ethics of your fellow man 
and by the opinion of the patients in your com- 
munity. 
Miles J. Bielek, M.D., President 
Broward County Medical Association 
The Record 
September 1959 








BLUE SHIELD 














Which Path to Medical Security? 

It is now 20 years since the medical profes- 
sion gave birth to prepaid medical care, but its 
ultimate patterns of operation and control are 
yet to be determined. 

While most of us recognize that the public 
will make the eventual decision, nevertheless doc- 
tors have it within their power to influence that 
decision. For the simple fact is that, in the long 
run, the people will support that system of medi- 
cal care prepayment which offers them the best 
assurance of satisfactory professional service 
through physicians and institutions of their own 


choosing. (Continued on page 1404) 
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Advance hotel and meeting registration forms appear in the 


first issue of JAMA each month. 
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PlaMINIC 


...felief from pollen allergies 
more complete than antihistamines alone...more thorough than nose drops or sprays 


The miseries of respiratory allergy can be relieved so effectively 
with Triaminic.'* Triaminic contains two antihistamines plus 
the decongestant, phenylpropanolamine, to help shrink the en- 
gorged capillaries, reduce congestion and bring relief from rhin- 
orrhea and sinusitis.'! Oral administration distributes medication 
to all respiratory membranes without risk of ‘“‘nose drop addic- 
tion” or rebound congestion.** 


Each Triaminic timed-release Tablet provides: 


Phenylpropanolamine HCI ............65 50 mg. 
Pheniramine maleate .............00008 
PANS EINES... es ccccceeceevcees 


also available: 
TRIAMINIC JUVELETS® 1 the formulation of the Triaminic Tablet with timed-release action. 


TRIAMINIC SYRUP each teaspoonful (5 mi.) provides % the formulation of the Triaminic Tablet. 


References: 1. Fabricant, N. D.: E.E.N.T. Monthly 37:460 (July) 1958. 2. Lhotka, F.M.: Illinois M. J. 112:259 
(Dec.) 1957. 3. Farmer, D.F.: Clin. Med. 5:1183 (Sept.) 1958. 4. Fuchs, M.; Bodi, T.; Mallen, S. R.; Hernando, L., 
and Moyer, J.H.: Antibiotic Med. & Clin. Ther. 7:37 (Jan.) 1960. 5. Halpern, S.R., and Rabinowitz, H.: Ann. 


Allergy 18:36 (Jan.) 1960. 








first—the outer jayer dissolves 
within minutes to produce 

Relief is prompt and prolonged 3 to 4 hours of relief 
because of this special 


timed-release action 


then — the core disintegrates 
to give 3 to 4 more 
hours of rellef 


SMITH-DORSEY « A DIVISION OF THE WANDER COMPANY e LINCOLN, NEBRASKA 
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(Continued from page 1398) 

Today, several contrasting programs of medi- 
cal prepayment are competing for popular and 
professional favor—each embodying a distinct 
concept of the relationship between patient and 
doctor. 

One such program is the limited cash reim- 
bursement program of the insurance industry, 
which offers the insured certain dollar indem- 
nities against certain medical contingencies, ir- 
respective of the physician’s charges for the serv- 
ice required. 

Another major program is medicine’s Blue 
Shield Plan, which seeks—through professionally 
negotiated schedules of payment and, in Florida, 
through the agreement of participating physicians 
—to assure service benefits patients of fully paid 
professional services. 

A third program is the “closed panel” of phy- 
sicians. Operating frequently under labor or other 
lay auspices, this plan undertakes to provide a 
comprehensive service through a selected group 
of physicians remunerated by salary or per capi- 
ta allowances, regardless of the volume of service 
required of them. 

Which of these programs most faithfully re- 
flects the traditional pattern of American medical 
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practice? Which program is most clearly moti- 
vated—as medicine itself is motivated—to render 
service to the patient and to meet the needs of 
all segments of the community? Which program 
returns the fullest value to the patient and most 
fairly compensates the doctor? Which program 
best utilizes and protects the modes and ideals 
of practice that have earned American medicine 
the envy of other lands? 

Which program will the American doctor 
favor—in the common interest of medicine and 
the people? 

How well the public has been informed as to 
the advantages of Blue Shield, and its companion 
Blue Cross, will become evident in the near fu- 
ture when federal employees are asked to choose 
from among several programs and benefit pat- 
terns. 





Your attention is called to the Blue Shield 
advertisement appearing on page 1342 of this is- 
sue of The Journal. 

This is the first of a series with the overall 
object:ve of reminding and reemphasizing to the 
medical profession of its stake in Blue Shield. 





JACKSONVILLE 
4539 Beach Blvd. 
Telephone FL 9-2191 


TAMPA 
1513 Grand Central Ave. 
Telephone 8-6038 





FIVE Stores NOW, to better serve you. 


JACKSONVILLE, ORLANDO, ST. PETERSBURG, TAMPA, GAINESVILLE 


CALL THE MEDICAL SUPPLY MAN! 


Hospital, Physicians and Laboratory Supplies & Equipment 


Medical Supply Company 


ORLANDO 
1511 Sligh Blvd. 
Telephone GA 4-9765 


St. PETERSBURG 
1437 Fourth St., S. 
Telephone OR 1-6055 


GAINESVILLE 
1121 W. University Ave. 
Telephone FR 6-2213 
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FOR ACNE 


iHisoAc 


CREAM 





Therapeutic topical application suppresses 
and masks lesions. Dries, peels, degerms the 
skin. Used with pHisoHex” (antiseptic de- 
tergent) washings to unplug follicles, help 
prevent comedones, pustules and scarring. 


Teen-agers like new pHisoAc Cream. It is smooth, odor- 
less, flesh-toned, and greaseless. It spreads and dries 
quickly. Ask the Winthrop representative for the special 
booklet, “‘Teen-aged? Have acne? Feel lonely?,”’ contain- 
ing basic home treatment routine and psychological aid 
for the patient. 


New pHisoAc Cream contains colloidal sulfur 6 per cent, 
resorcinol 1.5 per cent, hexachlorophene 0.3 per cent, 
orthophenylphenol 0.3 per cent, and alcohol 10 per cent 
(w/w). Available in 144 oz. tubes. 


() )uthoop LABORATORIES 
New York 18, N. Y. 





“pHisoAc, trademark. 
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STATE BOARD OF HEALTH 











Notice to Physicians on Reporting of Polio 


Accurate reporting of all suspect viral infec- 
tions of the central nervous system in Florida is 
necessary in 1960. It is of especial importance at 
this time because of the Dade County field trial 
with live polio vaccine, the recent occurrence of 





Your 


W. B. Saunders 


Representative 


DEXTER BOYD, 
315 Doris Drive 
Lakeland, Florida 


Say, “Credit Boyd”, when 
you order that Saunders Book 








BOB WAGNER X-RAY 
P. O. Box 8161 
Jacksonville 11, Florida 


RA 4-3434 


H. G. Fischer X-Ray Equipment 


Ansco Film 


We Buy, Sell and Lease 
New and Used Equipment 
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an outbreak of encephalitis in Pinellas County, 
and the fact that the different viral agents are 
able to cause similar clinical syndromes. 

All suspect cases of viral infections of the 
central nervous system should have virological 
laboratory examination. The specimens required 
are acute and convalescent clotted bloods, frozen 
stool, and frozen spinal fluid. Instructions for 
collection and shipping may be obtained from 
each county health department. 

Cases of encephalitis, paralytic polio, or 
aseptic meningitis should be reported promptly 
to the health department on the regular card, with 
an additional notation regarding the number of 
Salk injections the patient had received. Cases 
formerly diagnosed clinically as nonparalytic polio 
should now be reported as aseptic meningitis. All 
clinical syndromes which suggest infection of the 
central nervous system with some viral agent 
should be reported without awaiting the results 
of virological laboratory tests. As the results be- 
come available, the laboratories will report the 
etiological agent to the Florida State Board of 
Health as well as to the physician. 

Since it is no longer possible to make an ac- 
curate diagnosis of nonparalytic polio without 
laboratory examination, initial reports of this 
syndrome will not be included in the preliminary 
official Florida reports of polio for this year. 

Because of limited funds, the National Foun- 
dation will not pay for hospitalization of patients 
with nonparalytic polio. 





BIRTHS AND DEATHS 











Births 


Dr. and Mrs. George P. Graf of Winter Haven an- 
nounce the birth of a son, Gary Paul, on January 11, 
1960. 


Deaths—Members 
Cleveland, Robert H., Jacksonville .......December 28, 1959 
Coleman, John A., Plant City................... October 19, 1959 
Morris, James A., Punta Gorda........ October 28, 1959 
Thorne, James I., Miami........................ February 24, 1960 
Deaths—Other Doctors 

Fein, Bernard, Newark, N. J............ September 11, 1959 
Kelly, Virgil L., Bluefield, W. Va.............October 10, 1959 
PEO, WIR. So CHIR a. 2.255 -nenercsesasies. November 15, 1959 
Rogel, Louis Frederick, South Miami...... February, 1960 
Rush, John A. Jr., Jacksonville .......... September 19, 1959 
Sisby, Garry Z., Santord..............;.2...0+. December 22, 1959 

CORRECTION: Dr. Theodore F. Hahn, who died 


Aug. 20, 1959, was incorrectly listed as an Association 
member in the February issue of The Journal. Dr. Hahn 
Sr., the father of Dr. Theodore F. Hahn Jr. of Deland, 
had never been a member of any medical association. 
He was a physician; however, he had been a minister 
for the past 25 years. 
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For topical infections, 
choose a 'B. W. & Co.” ‘SPORIN’. .. 























ote se ‘, : ee eae 
y é . ‘ @ Combines the anti- 
inflammatory effect 
of hydrocortisone with 
the comprehensive \ 
ae brand OINTMENT bactericidal action i 
of the antibiotics. 
os oi sa 
Each gram contains: PS CE 65:6 one s0scws'e ei 5 mg. 
‘Aerosporin’® brand Polymyxin B Sulfate 5,000 Units Hydrocortisone .............-- (1%) 10 mg. 
De 400 Units in a special petrolatum base. 


Provides comprehensive ‘ ) ® 
bactericidal action 

effective against virtually 
all bacteria likely 


to be found topically, brand ANTIBIOTIC OINTMENT 





Each gram contains: 
‘Aerosporin’® brand Polymyxin B Sulfate 5,000 Units Zinc Bacitracin .............2++-: 400 Units 
rT ee 5 mg. in a special petrolatum base. 


f | ® Offers combined anti- 
biotic action for treating 
PO LYSP 0 w N conditions due to suscep- 
tible organisms amenable 


brand ANTIBIOTIC OINTMENT to local medication, 





Each gram contains: 
‘Aerosporin’® brand Zinc Bacitracin ......0¢ cccccces 300 Units 


Polymyxin B Sulfate .........+..- 10,000 Units in a special petrolatum base. 






|. BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 
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STATE NEWS ITEMS 
HATEVER your first requi- 
sites may be, we always Dr. Sanford Cobb of Miami delivered the 
endeavor to maintain a “Charge to the New Members” at the recent an- 
standard of quality in keeping | nual initiation banquet of the Alpha Chapter of 
with our reputation for fine qual- | Florida, Alpha Omega Alpha Honor Medical So- 
ity work — and at the same time ‘ a ‘ Age se 
provide the service desired. Let | ciety, University of Miami School of Medicine. 
CONVENTION Press help solve Dr. Cobb was a faculty member of the Seminar 
your printing problems by intelli- | in Anesthesiology, the first of its kind in Florida, 
gently assisting on all details. held at the College of Medicine, University of 
| Florida, and co-sponsored by the Department of 
| Anesthesiology, University of Miami School of 
QUALITY BOOK PRINTING | Medicine and the Division of Anesthesia, of the 
PUBLICATIONS 3% BROCHURES | Department of Surgery, College of Medicine, Uni- 
versity of Florida. Dr. Cobb’s lectures were en- 
titled ““Muscle Relaxants and Consciousness” and 
“Certain Aspects of Hypothermia for Cardiac 
CONVENTION Surgery.” : 
PRESS a 
Dr. J. Basil Hall of Tavares has been made 
218 West CHURCH ST. an honorary member of the Lake County Dental 
JACKSONVILLE, FLORIDA Society for unstintingly giving his time,. talents 
and energies to the Society. The formal resolu- 
tion adopted by the Society states that Dr. Hali 
“performed a major service to the Society for the 
institution of the preceptorship program .. . ar- 
ranged for and obtained dental service and in- 
formation for indigent persons in Lake County, 
A COMPLETE BUSINESS SERVICE solely through his own efforts . . . has been of 
great service and aid in the formation and opera- 
- FOR THE MEDICAL tion of the uses and purposes of the Lake County 
: AND DENTAL Dental Society.” Attesting Dr. Hall’s member- 
£ PROFESSIONS ship, a scroll was presented to him at the regu- 
4 lar meeting of the Society in Mount Dora on 
H January 27. 
§ Zw 
2 The Section of Ophthalmology and Otolaryng- 
H ology of the Southern Medical Association has an- 
3 vee Sy ene AST nounced that papers by physicians of either 
j specialty in the area of the Association are being 
233 Fourth Avenue, N. E. accepted for consideration for presentation at the 
: St. Petersburg, Florida next annual meeting in St. Louis, Mo., October 
Phone 7-6903 5 
31-November 3. The paper or an abstract may 
“— =e be sent to the Secretary of the Section, Dr. Al- 
we 4M 4 Joha Ringling Bivd. bert C. Esposito, Suite 1212, First Huntington 
F % Sarasota, Florida Nati : Feds 
: S Phone FU 8-1604 ational Bank Bldg., Huntington, W. Va. 
since a rs Tw 
3 Dr. Jacob A. Glassman of Miami, Assistant 
= Clinical Professor of Surgery at the University 
Ni ave of Miami School of Medicine, was one of the 
Affiliates of Black & Skaggs Associates principal speakers at the Eighth Annual Interim 
(Continued on page 1420) 
































in infectious disease'”---»°.% 

in arthritis*::>°° 

in hepatic disease" 

in malabsorption syndrome «+= 
in degenerative disease*’.-*° 
in cardiac disease =.=». 

in dermatitis» 

in peptic ulcer*: 

in neuroses & psychiatric disorders*** 
- in diabetes mellitus*:* 

in alcoholism>-**7-% 

in ulcerative colitis: 

in osteoporosis» 

in pancreatitis 

in female climacteric 


Patients with chronic disease deserve 
the nutritional support provided by 


Theragran-M 


Squibb Vitamin-Minerals for Therapy 

11 vitamins, 8 minerals 
Clinically-formulated and potency 
protected to provide 

enough nutritional support 

to do some good 





with vitamins only 


Theragran 
also available: 


Theragran Liquid 
Theragran Junior 





1-41 alist of the above references will be supplied on request. 





*THERAGRAN”® 18 4 BQUIS TRADEMARE Squibb Quality—the Priceless Ingredient. 
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(Continued from page 1408) 
Scientific Meeting of Phi Lambda Kappa held at 


the Deauville Hotel, Miami Beach, March 23. 
Dr. Glassman’s subject was “A Critique on As- 
piration Biopsy for Suspect Carcinoma of the 
Breast.” 
a 
Dr. Herbert W. Virgin Jr. of Miami is chair- 
man of arrangements for the annual luncheon of 
alumni of Northwestern University Medical 
School being held June 14 in the Roney-Plaza 
Hotel, Miami Beach, during the time of the meet- 
ing of the American Medical Association. Dean 
Richard H. Young will be the speaker. 
Sw 
The 6th International Congress of Internal 
Medicine will be held in Basle, Switzerland, Au- 
gust 24-27. English is one of the official lan- 
guages for the Congress in which 70 leading in- 
ternists from all over the world will participate 
in the principal scientific program. 
aw 
Dr. Nathan S. Rubin of Pensacola participated 
in the program of the Gulf Coast Sight Conserva- 
tion Seminar held in Pensacola March 10. Dr. 
Rubin presented an illustrated lecture on ‘‘The 
Doctor Views Eye Injuries.” 
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Drs. Edward A. Talmage and J. Gerard Con- 
verse of Miami have received a Certificate of Ap- 
preciation from the New York State Society of 
Anesthesiologists for their presentation of the 
scientific exhibition ‘Myocardial Insufficiency 
During Anesthesia and Surgery” at the 13th Post- 
Graduate Assembly of the Society in New York 
City representing the University of Miami School 
of Medicine. 


Sw 
The Yale University School of Medicine will 
celebrate a century and a half of existence on 
October 28-29. The occasion will be marked by 
meetings, exhibitions and addresses. Among the 
notable group of guest speakers will be Sir How- 
ard Florey of Oxford, England. In October, 1810, 
the Connecticut General Assembly granted a 
charter to Yale College for the establishment of 
the Medical Institution of Yale College, and the 
fifth medical school in the United States came 
into being. 
Sw 
The University of Illinois College of Medi- 
cine, Department of Otolaryngology, will offer 
an intensive postgraduate basic and clinical pro- 
gram for practicing otolaryngologists, September 
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24- 9. It is designed to bring to specialists a wide 
var ty of current advances in management, thera- 
py ind philosophies. Information may be ob- 
taii -d from the Department of Otolaryngology, 
Ur. versity of Illinois College of Medicine, 1853 
We t Polk Street, Chicago 12. 


sw 
Jr. Norris M. Beasley of Fort Lauderdale 
wa: one of the featured speakers at the 21st An- 
nua: Allergy Forum held April 2-5 at Oklahoma 
City, Okla. 


aw 

Drs. Walter W. Sackett Jr. and Harvey 
Blank of Miami and Dr. Irwin Perlmutter of 
Coral Gables participated in the scientific pro- 
gram of the 12th Annual Scientific Assembly of 
the American Academy of General Practice held 
March 21-24 in Philadelphia. Each of the physi- 
cians had an exhibit in the Scientific Exhibit Sec- 
tion. The title of Dr. Sackett’s portrayal was 
“Baby Feeding: Prolonged Intervals, Early Use 
of Solids;” Dr. Blank’s “Systemic Treatment of 
Dermatomycoses with Griseofulvin,” and Dr. 
Perlmutter’s “Surgical Treatment of the Extra- 
pyramidal Disorders.” Dr. Sackett is chairman 
of the Subcommittee on Scientific Exhibits of the 
Academy. 
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The five day Seminar on Care of Premature 
Infants will be held May 16-20 at the Premature 
Demonstration Center in Jackson Memorial Hos- 
pital at Miami. Speakers will include personnel 
of the Center, faculty members of the Department 
of Pediatrics, University of Miami School of 
Medicine, and special lecturers from the Dade 
County Medical Association. The course carries 
35 hours credit in Category I. Information is 
available from the Bureau of Maternal and Child 
Health, Florida State Board of Health, P. O. 
Box 210, Jacksonville 1. 





THE DUVALL HOME 
for RETARDED CHILDREN 


A home offering the finest custodial care with a 
happy home-like environment. We specialize in the 
care of infants, bed-ridden children and Mongoloids. 


For further information write to 


MRS. A. H. DUVALL GLENWOOD, FLORIDA 











effective in and simplifies 
the management of 


stable adult diabetes 


“‘In our experience the action of DBI on the adult stable type of 
diabetes is impressive ...88% were well controlled by DBI."’2 


“Most mild diabetic patients were weil controlled on a biguanide compound 
[DBI]... regardless of age, duration of diabetes, or response to tolbutamide.'’3 


“DBI.has been able to replace insulin or other hypoglycemic agents 
with desirable regulation of the diabetes when it is used in conjunction with 
diet in the management of adult and otherwise stable diabetes.'’4 


well tolerated — on a “‘start-low, go-slow’’ dosage pattern DBI is relatively 
well tolerated. DB! enables a maximum number of diabetics to enjoy the 
convenience and comfort of oral therapy in the satisfactory regulation of... 


stable adult diabetes « sulfonylurea failures 


unstable (brittle) diabetes + juvenile diabetes 


DBI (N'-8-phenethylbiguanide HCl!) is available as white, scored tablets 
of 25 mg. each, bottles of 100. Send for brochure giving complete information. 


an original development from the research laboratories of 


u. s. vitamin & pharmaceutical corporation 
Arlington-Funk Labs., division * 250 E. 43rd St., New York 17, N. Y. 


1. Pomeranze, J. et al.: J.A.M.A. 171:252, Sept. 19, 1959. 

2. Walker, R. S.: Brit. M J. 2:405, 1959. 3. Odell, W. D., et al.: 
A.M.A. Arch. Int. Med. 102:520, 1958. 4. Pearlman, W.: 
Phenformin Symposium, Houston, Feb. 1959. 5. Lambert, T. H.: ibid. 
6. Skillman, T. G., et al.: Diabetes 8:274, 1959. 7. Sugar, 

S. J. N., et al.: Med. Ann. Dist. Columbia 28:426, 1959. 


Trademark, 
el e-lale mel 
Phenformin HCl 
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IN ORAL CONTROL OF PAIN 


ACTS FASTER—usually within 5-15 minutes. LASTS LONGER—usually 
6 hours or more. MORE THOROUGH RELIEF— permits uninterrupted 
sleep through the night. RARELY CONSTIPATES — excellent for 
ola] <e}al lomo) am o]-1e la lelel-1ammer-)¢[-1a1 ee 

AVERAGE ADULT DOSE: 1 tablet every 6 hours. May be habit-forming. Federal law 
permits oral prescription 

Each PercoDaNn™ Tablet contains 4.50 mg. dihydrohydroxycodeinone hydro 
chloride, 0.38 mg. dihydrohydroxycodeinone terephthalate, 0.38 mg. homa 
tropine terephthalate, 224 mg. acetylsalicylic acid, 160 mg. phenacetin, and 
32 mg. caffeine 

Also available — for greater flexibility in dosage — Percopan*-Demi: The 
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Diagnostic 


ay 


Quandaries 


Colitis? 


Gall Bladder Disease? 


Chronic Appendicitis? 
Regional Enteritis? 


Rheumatoid Arthritis? 


overlooked in solving diag- 
nostic quandaries is amebiasis. 
Its symptoms are varied and 
contradictory, and diagnosis is extremely 
difficult. In one study, 56% of the cases 
would have been overlooked if the routine 
three stool specimens had been relied on.! 


Another study found 96% of a group 
of 150 patients with rheumatoid arthritis 
were infected by E. histolytica. In 15 of 
these subjects, nine stool specimens were 
required to establish the diagnosis.? 


Webster discovered amebic infection in 
147 cases with prior diagnoses of spastic 
colon, psychoneurosis, gall bladder dis- 
ease, nervous indigestion, chronic appen- 
dicitis, and other diseases. Duration of 
symptoms varied from one week to over 
30 years. In some cases, it took as many 
as six stool specimens to establish the 
diagnosis of amebiasis.’ 


Now treatment with Glarubin provides 
a means of differential diagnosis in sus- 
pected cases of amebiasis. Glarubin, a 
crystalline glycoside obtained from the 
fruit of Simarouba glauca, is a safe, effec- 
tive amebicide. It contains no arsenic, 
bismuth, or iodine. Its virtual freedom 
from toxicity makes it practical to treat 


‘A DISEASE that is frequently 


suspected cases without undertaking dif- 
ficult, and frequently undependable, stool 
analyses. Marked improvement following 
administration of Glarubin indicates path- 
ologically significant amebic infection. 


Glarubin is administered orally in tablet 
form and does not require strict medical 
supervision or hospitalization. Extensive 
clinical trials prove it highly effective in 
intestinal amebiasis. 


Glarubin* 


TABLETS 
specific for intestinal amebiasis 


Supplied in bottles of 40 tablets, each 
tablet containing 50 mg. of glaucarubin. 


Write for descriptive literature, bibli- 
ography, and dosage schedules. 


1. Cook, J.E., Briggs, G.W., and Hindley, F.W.: Chronic Ame- 
biasis and the Need for a Diagnostic Profile, Am. Pract. and Dig. 
of Treat. 6:1821 (Dec., 1955). 

2. Rinehart, R.E., and Marcus, H.: Incidence of Amebiasis in 
Healthy Individuals, Clinic Patients and Those with Rheumatoid 
Arthritis, Northwest Med., 54:708 (July, 1955). 

3. Webster, B.H.: Amebiasis, a Disease of Multiple Manifesta- 
tions, Am. Pract. and Dig. of Treat. 9:897 (June, 1958). 


*U.S. Pat. No. 2,864,745 


THE S.E. FWEASSENGILL COMPANY 


BRISTOL, TENNESSEE 


KANSAS CITY ° SAN FRANCISCO 


NEW YORK 
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Lyle, William B. Jr., Jacksonville 
NEW MEMBERS Patry, Frederick L., Bradenton 
Purcell, Jack H., St. Petersburg 
The following doctors have joined the State Reeder, James L., Fernandina Beach 
Association through their respective county medi- Reilly, Leo E., St. Petersburg 
cal societies. Roberts, Lamar, Gainesville 
Active Schofield, Hampton L. Jr., Vero Beach 
Albert, Harold F., Titusville Shinner, John J., St. Petersburg 
Brettner, Joseph C. Jr., St. Petersburg Smathers, Charles R., Jacksonville 


Spann, William J., Jacksonville 
Stephens, Wade N., Jacksonville 
Campbell, Thomas A., St. Petersburg Strauss, Albert, West Palm Beach 
Carlton, Barbara C., Wauchula Taylor, W. Jape, Gainesville 
Cheshire, McKinley Jr., DeFuniak Springs Thomas, Launey J. Jr., Sarasota 


Curtiss, Charles E., Winter Haven Tucker, Fred C., Clearwater 
Donovan, Daniel L., Indialantic Weekley, Augustine S. Jr., Tampa 


Brown, Marcus F., New Port Richey 
Bryan, Laurette M., Cocoa 


Ehringer, Gerald L., Daytona Beach Associate 

Epes, Freeman, Sarasota Cox, David J. Jr., Winter Haven 
Foley, Michael J., Melbourne Flood, Charles C., Vero Beach 
Gillett, Robert L., Sarasota Gold, Donald D., Vero Beach 
Giordano, Robert P., Sarasota Golubovic, Zivomir, Lake Worth 
Hancock, W. Roy, Jacksonville Hamilton, Catherine L., Lakeland 
Hollingsworth, Gerald M., Ft. Walton Beach Hebert, Eric P., Lake Park 
Hutchinson, William M., Jacksonville Janssen, Benno Jr., West Palm Beach 
Joannides, Minas Jr., St. Petersburg Johnson, Hugh W., Lakeland 

Lauray, Daniel L. (Col.), Jacksonville Provost, Bertram R., Crestview 





The distinctive PREMIERE suite 
By #lamilton. 


Smartly styled and finished entirely in lifetime 
materials. Wood-grained Formica in gray or 
cream, satin-finish stainless steel and bright 
chrome create a contemporary, fully Profes- 
sional atmosphere—and the Premiere will keep 
its dignified look for a lifetime. Five essential 
pieces in the suite; table, instrument cabinet, 
treatment cabinet, waste receptacle and stool. 
The table is extra large and has a new contour 
upholstered top to give patients more comfort 
and security. Other innovations on the table include adjustable chrome legs for leveling or 
raising the table. The usual features of Hide-A-Roll, treatment basin and pull-out step are included. 


SURGICAL SUPPLY COMPANY 


1050 W. Adams St. P. O. Box 2580 Jacksonville, Fla. 
T. B. SLADE, JR. J. BEATTY WILLIAMS 
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IL) RMATOLOGIST: Board eligible, age 30, seeks 
grou; office space for solo opportunity in south Flori- 
da. . orida license. Write L. Simonson, M.D. c/o 
Greer vald, 100 N. W. 62 Ave., Miami 44, Fla.° 


FR SALE: Lake shore lots in Crestwood Park 
on b .utiful Lake Kerr in the Ocala National Forest. 
Five ainutes to Salt Springs, less than one and a half 
hours to Jacksonville or Orlando on new highway 
#19. <nter through an old plantation gate on private 
roads to your sandy beach lot. Boat basin in rear 
of k Reserved for professional men. Highly re- 
stricted. All in a privately owned, great natural park. 
Writ: J. E. Blocker, 4 Lane Blvd. at 12th St., Ocala, 


Fla. 


PHYSICIAN WANTED: To take care of my prac- 
tice and to sub-rent my equipped office while I am 
taking a residency starting July 1, 1960. Could also 
lease my furnished home. Write or call K. D. Banks, 
M.D., 1745 S. E. 10th St., Ft. Lauderdale, Fla. 


SITUATION WANTED: Ob-Gyn.—age 39, certi- 
fied’; in successful private practice desires to relocate— 
solo, associate or group. No objection to some general 
practice. Write 69-372, P. O. Box 2411, Jacksonville, 
Fila. 

FOR SALE: New trial lens and trial frame for only 
$295.00. Write or call Dr. F. Capmany, 60 N. E. 14th 
St., Miami, Fla. Phone FR 3-4071. 

FOR SALE: Complete equipment from General 
Practitioner’s office: furniture, basal metabolism ma- 
chine, autoclave, instrument sterilizers, file cabinets, 
storage cabinets, book cases, examining table. Office 
also available. Write 69-376, P. O. Box 2411, Jackson- 
ville, Fla. 
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OBITUARIES 


Julius C. Davis 


Dr. Julius C. Davis of Quincy was stricken 
with a heart attack at his home on Feb. 26, 1960, 
and died shortly thereafter in the Gadsden County 
Hospital. He was 73 years of age. 

The eldest of five sons of Zachary Clingman 
Davis and Lora Jane Noland Davis, Dr. Davis 
was born on June 27, 1886, in Waynesville, N. C. 
Upon graduation from high school in Clyde, N. C., 
he attended Carson-Newman Business College 
in Jefferson City, Tenn., and later Davidson Col- 
lege in Davidson, N. C. For his medical train- 
ing he chose the Atlanta School of Medicine, 
now incorporated in Emory University, and was 
graduated with highest honors from that institu- 
tion in 1909. The day after graduation he passed 
the Georgia Medical Board examination and later 
passed the examinations in Florida and North 
Carolina. 

Prior to locating in Florida, Dr. Davis en- 
gaged in the private practice of medicine for two 
years in Candler, N. C. In 1911, he took over 
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the practice of Dr. Francis Phillips in Quincy 
and continued to practice there for almost half 
a century. Surgery was his specialty. Locally, he 
was for many years active in social and civic 
affairs. He was a member and past president of 
the Rotary Club, holding honorary life member- 
ship in recent years. He was a member of the 
Elks Club and of the Quincy Golf Club, later 
combined with the Sawano Country Club, of 
which he was a charter member. A Mason and 
a Shriner, he served at one time as Grand Wor- 
shipful Master and once as Eminent Commander 
of the Knights Templar. He held membership in 
the Centenary Methodist Church of Quincy. 

In World War I, Dr. Davis served as a first 
lieutenant in the Army Medical Reserve Corps. 
During World War II, he was chairman of the 
Medical Advisory Committee for the state. In 
the early thirties he became medical examiner 
for the Veterans Administration and through the 
years was retained as physician to the Veterans 
Administration under orders from the Bay Pines 
Facility. In the late thirties, he was medical 
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referee for the Florida Industrial Commission, 
and in 1938 was appointed by the Governor as 
chairman of the Merit System Board. 

A leader in organized medicine in the state, 
Dr. Davis in 1913 was one of the founders of 
the Leon-Gadsden County Medical Society. This 
society was reorganized in 1920 as the Second 
District Medical Society, with Dr. Davis as 
president. Throughout the years he continued to 
be active in his county society, now the Leon- 
Gadsden-Liberty-Wakulla-Jefferson County Medi- 
cal Society. 

He rendered distinguished service to the Flor- 
ida Medical Association, of which he was a life 
member, having been affiliated with the Associa- 
tion for 49 years. He served as second vice presi- 
dent in 1913-1914, third vice president in 1923- 
1924, and president in 1929-1930. For a number 
of years he was chairman of the Association’s 
Committee on Legislation and Public Policy. 

For 14 years Dr. Davis was a member of the 
Florida State Board of Medical Examiners. In 


(Continued on page 1450) 





NEW Design... Appearance... Versatility 





Phone 5-4362 
9th St. & 6th Ave, S. 
St, Petersburg 





Sarasota 


Burdick EK-III Dual-Speed 
Electrocardiograph 


The all-new Dual-Speed EK-III sets a new stand- 
ard in high fidelity electrocardiography for record- 
ing the fine details of rapid small deflections. 
With its sensitive recording system the dual-speed 
paper drive with 50 mm. per second speed to en- 
large the horizontal dimensions of heart complexes 
becomes highly important. Switch from standard 
25 mm. to 50 mm. and back again with no transi- 
tional lag. 


Special Features: 

Simplified top-loading paper drive, single 4-position 
Amplifier/Record switch, convenient ground indica- 
tor, all-new single-tube stylus, jacks for cardioscope 
and D.C. Input connections, rapid lead selection, 
standard 50 mm. records, modern, clean design. 
Without sacrificing quality or utility, the EK-III 
unit is compact and weighs only 2214 pounds. 
Call or write us for full details; and if you wish 
we will be glad to demonstrate the EK-III in 
your office. 


Cinderson Surgical Supply Co. 


ESTABLISHED 1916 


Phone Ringling 6-0253 
1934 Hillview 


Phone FRanklin 6-8422 
729 S.W, 4th Ave. 
Gainesville 


Phone 2-8504 
St. Morgan at Platt 
Tampa 
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..Pathibamate « 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, PeattrRiver, New York 


meprobamate with PATHILON® tridihexethy! chloride Lederle 


greater flexibility in the control of tension, hypermotility 
and excessive secretion in gastrointestinal dysfunctions 


PATHIBAMATE combines two highly effective and well-toler- 
ated therapeutic agents: 
meprobamate (400 mg. or 200 mg.) widely accepted tranquilizer and... 


PATHILON (25 mg.)—anticholinergic noted for its peripheral, atropine-like 
action, with few side effects. 


The clinical advantages of PATHIBAMATE have been confirmed by nearly 
two years’ experience in the treatment of duodenal ulcer; gastric ulcer; 
intestinal colic; spastic and irritable colon; ileitis; esophageal spasm; 
anxiety neurosis with gastrointestinal symptoms and gastric hypermotility. 


Two dosage strengths —PATHIBAMATE-400 and PATHIBAMATE- 200 
facilitate individualization of treatment in respect to both the degree of 
tension and associated G.|. sequelae, as well as the response of different 
patients to the component drugs. 


Supplied: PATHIBAMATE-400 — Each tablet (yellow, '/2-scored) contains 
meprobamate, 400 mg.; PATHILON tridihexethyl chloride, 25 mg. 
PATHIBAMATE-200 — Each tablet (yellow, coated) contains mep- 
robamate, 200 mg.; PATHILON tridihexethyl chloride, 25 mg. 


Administration and Dosage: PATHIBAMATE-400 —1 tablet three times a day at mealtime and 


2 tablets at bedtime. 
PATHIBAMATE-200 —1 or 2 tablets three times a day at mealtime 
and 2 tablets at bedtime. 
Adjust to patient response. 

Contraindications: glaucoma; pyloric obstruction, and obstruction of the urinary bladder 
neck. 


“=. 
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(Continued from page 1438) 


1938-1939 he served as its president. Over the 
years he had three special interests to which he 
devoted much time and enthusiasm: the Gadsden 
County Hospital, public health in Florida, and 
the Florida State Hospital. He was a founder of 
the original hospital in the county and served 
as business manager and medical director from 
1920 to 1923. Later he contributed his sub- 
stantial interest to the county to make possible 
the building of the present Gadsden County Hos- 
pital. He worked actively to promote public 
health in Florida and was instrumental in organ- 
izing the Gadsden-Liberty County Health De- 
partment. For many years he served the Florida 
State Hospital in various advisory capacities and 
for some time was clinical director of surgery. 
For a time he also was a visiting surgeon for the 
Florida A. & M. College Hospital. 


At the time of the initial planning of the Col- 
lege of Medicine of the University of Florida and 
the J. Hillis Miller Health Center in 1953, Dr. 
Davis served as an adviser to the University. 
Since that time he had continued to serve the 
College of Medicine in an advisory capacity. 


Dr. Davis was a member and a past president 
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of the Chattahoochee Valley Medical and Surgical 
Association. He was active in the Southern Medi- 
cal Association, serving as a vice president at 
one time, and was one of the founders of the 
Southeastern Surgical Congress, of which he was 
a counselor for years and first vice president in 
1957. For more than a quarter of a century he 
was a surgeon for the Seaboard Airline Railroad 
Company and in 1955 was president of the Flor- 
ida Railway and Industrial Surgeons. A fellow 
of the American College of Surgeons, he served 
on the Florida credentials committee for some 
30 years and in 1958 was president of the Flor- 
ida chapter of that organization. From 1939 to 
1955 he was a state regent for the International 
College of Surgeons. In 1936 he was president of 
the Emory University Medical Alumni Associa- 
tions and two years later president of the Florida 
Medical Alumni. He was throughout his profes- 
sional career affiliated with the American Medical 
Association and he made a number of significant 
contributions to medical literature. 

Quincy and Gadsden County residents hon- 
ored Dr. Davis on April 30, 1959, with a “Dr. 
J. C. Davis Day,” in observance of his 50 years 
of service to the community and to the medical 
profession. Distinguished colleagues and officials 
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frc 1 Florida and Georgia joined hundreds of his 
loc i friends and patients in paying tribute to 
th. exemplary citizen and eminent practitioner 
of he art and science of medicine. 

Dr. Davis is survived by his widow, Mrs. 
Bc inie Jean Marquardt Davis, of Quincy; two 
sors, Julian C. Davis, of Chattahoochee, and 
L. P. Davis, of Orlando; a daughter, Miss Lora 
Frances Davis, of Houston, Texas; a brother, 
J. Wiley S. Davis, of San Juan, P. R.; and six 
grandchildren. 
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Synopsis of Treatment of Anorectal Diseases. 
By Stuart T. Ross, M.D., F.A.CS., F.I.C.S. Pp. 240. 
Price, $6.50. St. Louis, The C. V. Mosby Company, 1959. 


This book was designed especially to help the general 
practitioner, who treats most of the patients with anorec- 
tal difficulties, and also to serve as a guide for the 
medical student, the intern and the resident. In view of 
this aim, the book is streamlined to present essentials 
shorn of extraneous verbiage in a format that is easily 
handled and carried. Bibliography, statistics, and extensive 
discussion of etiology, pathology, and major surgical 
technics have been omitted. Included, however, are the 
essentials of diagnosis and treatment of all the anorectal 
diseases. Since all proper diagnosis and therapy are based 
on a knowledge of anatomy, a concise description of the 
anorectal structures is also included, as well as a brief 
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description of the common symptoms and methods of 
taking a proctologic history and performing a proctologic 
examination. 


Insulin Treatment in Psychiatry. Proceedings 
of the International Conference on the Insulin Treatment 
in Psychiatry Held at the New York Academy of Medi- 
cine October 24 to 25, 1958. Edited by Max Rinkel, M.D. 
and Harold E. Himwich, M.D. Pp. 386: Price, $5.00. 
New York, Philosophical Library, 1959. 

This volume includes the papers and ensuing discus- 
sions presented at the October 1958 International Con- 
ference on the Insulin Treatment in Psychiatry. The list 
of authors and panel members shows that the most 
distinguished proponents and opponents of the insulin 
shock treatment were well represented. The purpose of 
the conference was to assess the value of insulin treat- 
ment of psychoses, to provide a global view of the use 
of such treatment, to learn about its failures as well as 
its successes, and to compare its results with those of 
other therapies. The views of the contributors and dis- 
cussants and the evidence on which they are based 
demonstrate, in the opinion of the editors, that insulin 
therapy is not outmoded and is still essential in psychi- 
atry. It remains the most effective method of curing 
schizophrenic patients. 


Ciba Foundation Symposium on the Biosyn- 
thesis of Terpenes and Sterols. Edited by G. E. W. 
Wolstenholme, O.B.E., M.A., M.B., B.Ch., and Maeve 
O’Connor, B.A. Pp. 311. Illus. 102. Price, $8.75. Boston, 
Little, Brown and Company, 1959. 

The great forward steps in recent years in the study 
of the biosynthesis of terpenes and sterols have been aided 
mostly by the introduction of isotope tracers fed to 





shock therapy. 


rection of qualified physicians and technicians. 


H. Craig Bell, M.D. 
Robert E. Bennett, M.D. 
Carl J. Hoffman, M.D. 


Robert S. Garber, M.D. 
William L. Long, M.D. 





FAIRMOUNT FARM 


6725 RIDGE AVENUE 
ROXBOROUGH, PHILADLEPHIA 28, PA. 
IVyridge 3-0735 


@ All modern facilities for the treatment of nervous and mental patients . 


@ Fairmount Farm is situated on thirty-five acres of land adjacent to Fairmount Park and is convenient to 
transportation. Twelve cottages permit proper placement of the individual patient. 


@ A clinical laboratory, including facilities for elect rocardiography and electroencephalography, under di- 


BOARD OF DIRECTORS 
William W. Wilson, M.D., President and Medical Director 
Frederic H. Leavitt, M.D., Vice-President 
Harvey Bartle, Jr., M.D., Secretary-Treasurer 
Baldwin L. Keyes, M.D. 
Paul J. Poinsard, M.D. 
E. Lee Porter, M.D. 


Associated Physicians 
LeRoy M. A. Maeder, M.D. 


. including insulin and electro- 


t 


Charles Rupp, M.D. 
Nathan S. Schlezinger, M.D. 
J. B. Spradley, M.D. 


Gabriel Schwarz, M.D. 
N. W. Winkelman, Jr., M.D. 
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plants and animals and by the discovery of mevalonic 
acid, the most significant discovery made in the series 
discussed here. This symposium will be of interest not 
only to those working in the field but also to biochemists, 
physiologists, and pathologists concerned with the general 
aspects of the subject. The program chairman commented 
that it will “be quoted for many years to come and be 
regarded as a landmark in the progress of the subject.” 
Subjects dealt with include biogenesis and transformation 
of squalene, discovery and elucidation of mevalonic acid, 
alterations of cholesterol biosynthesis in liver cell fractions 
from rats in various experimental conditions, the enzymic 
synthesis of branched-chain acids, the mechanisms of a 
rearrang-ment occurring during bicsynthesis of choles- 
terol, bicsynthesis of squalene and of cholesterol from 
mevalonic acid, biogenesis of terpenes in moulds and 
higher plants and the biosynthesis of carotenoids by 
micro-organisms. 


The Family Medical Encyclopedia. By Justus 
J. Schifferes, Ph.D. Pp. 617. Price, $4.95. Boston, Little, 
Brown and Company, 1959. 

This simple comprehensive family guide to health and 
medical care is designed to serve in the threefold capacity 
of an authoritative health encyclopedia, an_ illustrated 
medical dicticnary and an indispensable manual of first 
aid. It answers the most common and pressing questions 
of the laity about hospitals, modern medicine, health and 
disease. It is written in words which are easy to under- 
stand. The subjects are arranged from A to Z as in a 
dictionary and they include lucid definitions of those 
medical terms most frequently used by physicians and 
nurses when talking to the patient or to the family. In 
additicn, there are comprehensive articles on the most 
common diseases: arthritis, cancer, diabetes, heart trouble, 
and many others; on the care and functioning of the 
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body; on preparing oneself to go to the hospital; and on 
health in childhood and old age. Such entries as Health 
Insurance and Blue Cross cover the economic aspects of 
medical and hospital care, and the sequence of topics of 
det, the digestive system, fat, vitamins and weight, 
including a separate calorie counter, are particularly 
helpful. This is a Health Education Council book, and 
the author has been director of that organization since 
1945. He is a well known authcr and sometime editor 
or publisher of five medical journals. 


Trauma. By Harrison L. McLaughlin, M.D., with 
the collaboration of 19 authorities. Pp. 794. Illus. 390. 
Price, $18.00. Philadelphia, W. B. Saunders Company, 
1959. 

This book presents management for every type of 
injury likely to be inflicted on the human organism. The 
various soft tissue injuries and fractures the body may 
suffer are taken up here one by one. Etiology, pathology 
and prognosis are presented in vivid detail. For each 
injury there are precise directions for immediate care, 
supportive therapy and long range definitive correcticn. 
Athletic injuries are described. Uncommon injuries are 
included in sufficient detail to warn of treatment pitfalls. 
A concise introduction outlines broad principles applying 
to handling of all injury, and a wealth of illustration 
shows pertinent anatomy and the detailed steps of man- 
agement. Dr. McLaughlin is Professor of Clinical Ortho- 
pedic Surgery at the College of Physicians and Surgeons 
cf Cclumbia University, and with one exception the 
contributing authors are or have been members of the 
Attending Staff cf the Columbia-Presbyterian Medical 
Center in New York City, and of the Faculty of the 
Ccllege of Physicians and Surgeons of Columbia Uni- 
versity. The general surgeon, general practitioners, ortho- 
pedists and neurosurgeons will find this book particularly 
helpful. 
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non-resident care. 


R. CuarMan Carrott, M.D 
Medical Director 


HIGHLAND HOSPITAL, INC. 


FOUNDED IN 1904 
ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 





A non-profit psychiatric institution, offering modern diagnostic and treatment procedures—insulin, electroshock, 
psychotherapy. occupational and recreational therapy—for nervous and mental disorders. 


The Hospital is located in a 75-acre park, amid the scenic beauties of the Smoky Mountain Range of Western 
North Carolina, affording exceptional opportunity for physical and emotional rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic services and therapeutic treatment for selected cases desiring 


Rosert L. Craic, M.D. 
Associate Medical Director 





Joun D. Patton, M.D. 
Clinical Director 
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are of the Patient With a Stroke. 4 Handbook 
for te Patient’s Family and the Nurse. By Genevieve 
Wa; 2s Smith, R.N., M.A. Pp. 148. Price, $2.75. New 
Yor . Springer Publishing Company, Inc., 1959. 

ie author, an experienced nurse, wrote this book to 
guic anyone who must care for a patient who has had 
a st »ke, and she makes it clear that “home” is the best 
plac for such a patient. Because there were many ques- 
tion about his care she could not answer when her 
hus! ind had a stroke, she put in this handbook the 
necc.sary and practical things she learned which provide 
guid2nce from the day the patient comes home until he 
reacies the highest level of rehabilitation possible for 
him. Throughout the book and in one special chapter, she 
also points out the psychological problems encountered 
by the patient and his family and makes many suggestions 
for solving these problems. 


Surgical Pathology. By Lauren V. Ackerman, 
M.D., in Collaboration With Harvey R. Butcher, Jr., 
M.D. Ed. 2. Pp. 1096. Illus. 1114. Price, $15.00. St. Louis, 
The C. V. Mosby Company, 1959. 

This comprehensive volume is written for the medical 
student as well as those physicians who are daily intimate- 
ly concerned with surgical pathology. Their number in- 
cludes of necessity not only the surgeon and the patholo- 
gist but also those physicians in other fields who are 
affected by its decisions, such as the radiologist and the 
internist. Gross pathology is stressed throughout with an 
attempt to correlate the gross findings with the clinical 
observations. This second edition has been entirely 
revised; new illustrations have been added, and the 
references have been brought up to date. To the authors’ 
knowledge this is the first time a pathologist and a sur- 
geon have collaborated on a book on surgical pathology 
—an endeavor which should lead to a better understand- 
ing of this branch of pathology. Clinical pathologic corre- 
lation has been strengthened, and disease processes as they 
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affect the living patient have been clarified. Dr. Acker- 
man is Professor of Surgical Pathology and Pathology 
and Dr. Butcher, who edited the entire revision with him 
and wrote the section on Wound Healing and the chapter 
on Vessels, is Associate Professor of Surgery at Washing- 
ton University School of Medicine in St. Louis. They 
have combined their skill and knowledge to produce a 
book which bridges the gap between autopsy pathology 
and the living patient and helps translate diagnosis into 
action. 


A Doctor’s Life of John Keats, By Walter A. 
Wells, M.D. Pp. 247. Price, $3.95. New York, Vantage 
Press, 1959. 

In this fascinating biography, a doctor reveals Keats’ 
life as a man of medicine, then as a patient. The illness 
that covered his entire career as a poet was severe... 
and the wonder of it is that his creative powers increased 
as his physical powers diminished. His masterpieces were 
composed when his bodily resistance was reaching its 
lowest ebb. In these pages a wholly sympathetic portrait 
of a genius in whom psychosomatic phenomena were con- 
spicuously present emerges under the skilled hand of the 
author. One sees a poet tortured by a doomed love affair; 
a young apothecary apprentice preparing pills and pow- 
ders, applying bandages, helping set broken bones; a 
slight youth standing on tiptoe, not upon a little hill to 
see “the sweet buds, with their modest pride pulling 
droopingly,”” but in Guys Hospital, London, beside a 
dissecting table, to be in a better position to wield the 
scalpel on a gruesome corpse, for reasons anatomical. In 
considering Keats, Dr. Wells has considered also the 
cause and nature of genius, the mysterious “intuitive 
perception” which comes only to a few. The book is of 
particular interest to physicians, but is by no means for 
them only. Written by a distinguished medical author and 
otolaryngologist of Washington, D. C., it is a memorable 
study of a great poet whose life as a disciple of Aescula- 
pius is far too little known. 











Out-Patient Clinic and Offices 


James A. Becton, M.D. 


P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. 


HILL CREST SANITARIUM 





Established in 1925 


FOR NERVOUS AND MENTAL DISEASES 
AND ADDICTION PROBLEMS 


James Keen Ward, M.D. 
Phone WO 1-1151 and WO 1-1152 














VotuME XLVI 
1454 NuMBER 11 





BRAWNER’S SANITARIUM 


(Established 1910) 


2932 South Atlanta Road, Smyrna, Georgia 


FOR THE TREATMENT OF PSYCHIATRIC ILLNESSES 
AND PROBLEMS OF ADDICTION 


MODERN FACILITIES 


gees by Central Inspection Board of American 
sychiatric Association and thé Joint Committee 
on Accreditation 


Jas. N. Brawner, Jr. M.D. ALBERT F. Brawner, M.D. 
Medical Director Associate Director 


Phone HEmlock 5-4486 








APPALACHIAN HALL 


ASHEVILLE Established 1916 NORTH CAROLINA 





An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convales- 
cence, drug and alcohol habituation. 

Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete 
laboratory facilities including electroencephalography and X-ray. 

Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around 
= for health and comfort. There are ample facilities for classification of patients, rooms single or en 
suite. 


Wm. Ray Griffin Jr. M.D. Mark A. Griffin Sr., M.D. 
Robert A. Griffin, M.D. Mark A. Griffin Jr., M.D. 


For rates and further information write Appalachian Hall, Asheville, N. C. 
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George C. Austin, Miami................ 


Bruce M. Esplin, Miami................ 
Chester L. Nayfield, Winter Haven 
Lloyd J. Netto, W. Palm Beach.... 
Lawrence E. Geeslin, Jacksonville 
W. Tracy Haverfield, Miami.......... 
Homer L. Pearson, Jr., Miami........ 
G. Dekle Taylor, Jacksonville........ 
Elwin G. Neal, Miami Shores........ 
James B. Leonard, Clearwater...... 
Harry M. Edwards, Ocala.............. 
Clifford C. Snyder, Miami................ 
Don C. Robertson, Orlando............ 
Samuel R. Warson, Sarasota 
Russell D. D. Hoover, W. P. Bch. 
George W. Morse, Pensacola.......... 
C. Burling Roesch, Jacksonville.... 
Edwin W. Brown, W. Palm Beach 


P. A. Vestal, Winter Park................ 
Leo L. Foster, Tallahassee.............. 
Mr. C. DeWitt Miller, Orlando.... 
Russell B. Carson, Ft. Lauderdale 
Joseph J. Zavertnik, Miami............ 
Grover C. Collins, Palatka.............. 
A. D. Farver, Miami Beach............ 
Sidney Davidson, Lake Worth........ 
Ted L. Jacobsen, Clearwater........ 
Madison R. Pope, Plant City 
Mrs. Idalyne Lawhon, Tampa........ 
Rufus Thomas, New Smyrna Bch 
A. Y. Covington, Starke................ 
Charles F. Tate Jr., Miami.............. 
Ernest A. Lilley, Lakeland.............. 
John M. Butcher, Sarasota.............. 


Louis M. Orr, Orlando.................... 


Milford O. Rouse, Dallas, Texas... 
William R. Carter, Repton, Ala..... 
Luther H. Wolff, Columbus, Ga..... 
Oscar S. Hilliard, Ft. Oglethorpe, 
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N. Lewis Bosworth, Lexington, Ky. 
M. M. Copeland, Washington, D.C. 








George H. Mix, Lakeland................ 
Charles F. Tate Jr., Miami 
Jack H. Bowen, Jacksonville........ 
L. L. Parks, Jacksonville................ 
John H. Mitchell, Jacksonville...... 
Charles K. Donegan, St. Petersburg 
Edward J. Sullivan Jr., Jack’ville.. 
Sam W. Denham, Jacksonville........ 
Joseph W. Taylor Jr., Tampa 
Richard A. Worsham, Jacksonville 
John A. Shively, Bradenton............ 
John H. Cordes Jr., St. Petersburg 
Bernard L.N. Morgan, Jacksonville 
Matthew A. Larkin, Miami 
Merton L. Ekwall, Jacksonville . 
John P. Ferrell, St. Petersburg...... 
C. Frank Chunn, Tampa................ 
Thad Moseley, Jacksonville............ 
Wm. A. VanNortwick, Jacksonville 


M. W. Emmel, Gainesville................ 
Wilma Holt, Pensacola.................... 
Mr. H. A. Schroder, Jacksonville 
John T. Stage, Jacksonville............ 
Lorenzo L. Parks, Jacksonville... 
George F. Schmidt Jr., Miami........ 
Richard Chace, Orlando.................... 
Mrs. E. D. Pearce, Miami................ 
Joseph F. McAloon, Hollywood.... 
Homer L. Pearson Jr., Miami........ 
Mrs. Maurine Finney, Miami........ 
Mr. R. Q. Richards, Fort Myers... 
N. J. Schneider, Jacksonville.......... 
Allen Y. DeLaney, Gainesville....... 
Mrs. R. H. McIntosh, Port St. Joe 
Mrs. Max Suter, Jacksonville........ 


F. J. L. Blasingame, Chicago........ 


Merle D. Thomas, El Paso............ 
Douglas L. Cannon, Montgomery 
Chris J. McLoughlin, Atlanta 
Glenn Hogan, Atlanta 


J. L. Campbell, Orlando........ 
B. T. Beasley, Atlanta 
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MIAMI MEDICAL CENTER 


P. L. DopcGe, M.D. 
Medical Director and President 


1861 N.W. South River Drive 
Phones 2-0243 — 9-1448 


A private institution for the treatment of ner- 
vous and mental disorders and the problems of 
drug addiction and alcoholic habituation. Mod- 
ern diagnostic and treatment procedures—Pscho- 
Electroshock, Hydrotherapy 
and Physiotherapy when indicated. 
Adequate facilities for recreation and out-door 
activities. Cruising and fishing trips on hospital 


Information on request 
Member American Hospital Association 
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es» Direct from the operating rooms and 
laboratories of Mount Sinai Hospital, Miami Beach, 


to air-conditioned meeting room “D” 
in the Auditorium. 


A wide variety of programs and topics—of 
interest to every physician—will be pre- 
sented LIVE AND IN COLOR over closed 
circuit television throughout the 109th An- 
nual Meeting. 

To be presented are such diverse topics as 
“skin manifestations of systemic diseases,” 
“cardiac arrest — prevention and treatment,” 
*‘contributions of radioisotopes,’’ ‘‘crime 
and medicine,” ‘‘an operation for duodenal 
ulcer’”’ and “‘poison control.” 





See the complete program in the 
April 16 J.A.M.A. Advance hotel 
and meeting registration forms 
appear in that issue and in the first 
issues of J.A.M.A. each month. 
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HERE ARE PROGRAM SAMPLES OF THREE TV SYMPOSIA: 


New Techniques in the Differential Diagnosis of Jaundice 
MONDAY AFTERNOON, JUNE 13 


Moderator: WinsTON K. SHOREY, Miami. 
Panelists: Richarp C. Clay, FREDDIE P. GARGANO, Miami; 
and ALLAN KaPLAN, Miami Beach, 


Operating Surgeons: RicHarp M. FLemiNnG, Miami Beach, and LEON 
H. MANHEIMER, Miami. 


Modern Diagnostic Cardiovascular Techniques 

MONDAY AFTERNOON, JUNE i3 
Moderator: Victor H. KuGEL, Miami Beach. 
Participants: Pu1t1p SAMET, JACK WiDRICH, Miami Beach; 

Francisco A. HERNANDEZ, WILLIAM P, MURPHY, 
JR., and LEONARD S. SOMMER, Miami. 

Surgical Aspects of Rheumatoid Arthritis and Similar Lesions 
TUESDAY AFTERNOON, JUNE 14 


Moderator: Epwarp W. CULLIPHER, Miami. 


Panelists: LEE RAMSEY STRAUB and RICHARD H. FREYBERG, 
New York, J. LEONARD GOLDNER, Durham, N, C. 


Operating Surgeons: WiLL1AM S. WEINKLE and LESTER RussIn, 
Miami Beach. 


535 North Dearborn St., Chicago 10, Ill. 
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FLORIDA MEDICAL ASSOCIATION 
JFFICERS, COUNCILS AND COMMITTEES 


OFFICERS 


LEO 1. WACHTEL, M.D., President... 
5. C4 RNES HARVARD, M.D., 

Pr fe ee N, iba S Singunin 4 Brooksville 
CLY!E O. ANDERSON ,M.D. 

ORS OS eee 
JOSE?H S. STEWART, M.D., 


Jacksonville 


St. Petersburg 


ee ee Miami 
SAMUEL M. DAY, M.D., 
Secretary-TVCMOUTET ... ns ccccscvccses Jacksonville 
RALPH W. JACK, M.D., 
Immediate Past President................ Miami 
EXECUTIVE DIRECTOR 
W. HAROLD PARHAM........... -....Jacksonville 


BOARD OF GOVERNORS 
LEO M. WACHTEL, M.D.,* 


3 SO eee Jacksonville 
S. CARNES HARVARD, 

ee A MOI oo os 5 nice xiebierw wwwie Brooksville 
CLYDE O. ANDERSON, 

ee eee St. Petersburg 
JOSEPH S. STEWART, M.D...Ex Officio... .Miami 
SAMUEL M. DAY, M.D.*..Ex Officio. . Jacksonville 
RALPH W. JACK, M.D.*..PP-62........... Miami 
JERE W. ANNIS, M.D.*7..PP-61........ Lakeland 
WALTER E. MURPHREE, 

0 eS ee Gainesville 
ALPHEUS T. KENNEDY, M.D.. .A-62.. .Pensacola 
H. PHILLIP HAMPTON, M.D...B-63....... Tampa 
MEREDITH MALLORY, M.D...C41...... Orlando 
WARREN W. QUILLIAN, 

I ON a gos a eripla Cian Coral Gables 
JOHN D. MILTON, M.D...S.B.H.-61........ Miami 


FRANCIS T. HOLLAND, 
M.D...AMA Delegate-61............ Tallahassee 
*Executive Committee 
tPublic Relations Officer 
Subcommittee 
Florida Medical een 


EDWARD JELKS ; Jacksonville 
General Practitioner of the Year Aw ord 
Executive Committee 
Inter- American te 
JILLIAM B. ELCH, M.D., Chm. Miami 
JOHN T., KILPATRICK, M.D. Miami 


Medical Hypnosis 


WILLIAM C. ROBERTS, 7 Chm. Panama City 


FRANK T. KURZWEG, M. Miami 
MELVIN SIMONSON, M.D. North Miami 
LEO S. WOOL, M.D. Miami 
JOSEPH A. SHELLEY, M.D. St. Augustine 


COUNCIL ON ALLIED PROFESSIONS 
AND VOCATIONS 


W. TRACY HAVERFIELD, M.D., Chm... 
Committees 
Dain’ 4M.  sueemtend TAYLOR, 


Cc 61 

Law—W. _—, HAVERFIELD, 

M.D., Chm Miami 
Medical e-em & Assistants— 

ENSOR R. o_o jR., 

M.D., Chm.-6 Jacksonville 
Medical Technicians 6. MERRILL WHORTON, 

M.D., Chm.-61 Jacksonville 


Miami 


Jacksonville 


” 


Nursing—THOMAS ‘C. KENASTON SR., 
D 1 
Pharmacy —GEORGE F. SCHMITT JR., 


M.D., Chm.-61 
aes Therapy—ROBERT P. KEISER, M.D., 
Chm.-6 ae Gables 


ana Medicine—WILLIAM J. PHELAN, 


Chm.-61 
X-Ray Technicians—JOHN P. FERRELL, 
M.D., Chm St. 


...Cocoa 


Miami 


Sitios ille 


Petersburg 


JUDICIAL COUNCIL 


HOMER L. PEARSON JR., M.D., Chm. Miami 
GRIEV ANCE 

FRANCIS H. LANGLEY, M.D., Chm. St, Petersburg 

JOHN D, MILTON, M.D Miami 


Panama City 


WILLIAM C. ROBERTS, M.D. 
M.D Lakeland 


RALPH W. JACK, M.D. Miami 
MEDICAL LICENSURE 

HOMER L. Fi JR., M.D., Chm... Miami 

MADISON R, POPE, M.D... ‘ Plant City 

THOMAS J. BIXLER, M.D....AL-61 -. Tallahassee 
MEMBERSHIP AND DISCIPLINE 

District 1—C, FRANK CHUNN, M.D.....61 Tampa 
N. WORTH GABLE, M.D......64 St Petersburg 

District 2—ASHBEL C. WILLIAMS, M.D.....62 Jacksonville 
RAYMOND H. KING, M.D.....63 Jacksonville 

District 3—-GEORGE H. GARMANY, M.D......63....Tallahassee 
SIDNEY G. KENNEDY, M.D....62 Pensacola 


District 4—NELSON ZIVITZ, 
M.D., Vice Chm......64 Miami Beach 
FRAZIER J. PAYTON, M.D......61 Miami 
District 5—DUNCAN T. McEWAN, M.D......61 Orlando 


HERBERT E. WHITE, 
M.D., Chm......64 St, Augustine 


District Ae K. HERPEL, 
MILES J. BIELEK, M.D...63 


W. Palm Beach 
Fort Lauderdale 


District a H. McSWAIN, M.D......63 Arcadia 
JOHN M. BUTCHER, M.D......62 Sarasota 
District A. H, BATES, M.D......64 Lake City 


WILLIAM C. THOMAS SR., 


M.D.....61 Gainesville 
ARCHIVES 
CLIFFORD C. SNYDER, M.D., we ad 61 Miami 
SAMUEL S. LOMBARDO, M.D. Jacksonville 
RAYMOND H. CENTER, M.D. Ba Clearwater 
DANIEL H. MATHERS, M.D......C-64 Sanford 
SCHEFFEL H. WRIGHT, M.D.....D-62 Miami 
COUNCIL ON LEGISLATION 

AND PUBLIC AGENCIES 

H. PHILLIP HAMPTON, M.D., Chm. Tampa 
STATE LEGISLATION 

EDWARD R. ANNIS, M.D., Chm......D-64 Miami 
FRANKLIN Jf. go we AL-61 Coral Gables 
EDWARD JELK Jacksonville 


a A-6 
H. PHILLIP HAMPTON, MD. B-63 Tampa 
WALTER J. GLENN JR., M.D.....C-61 Fort Lauderdale 
Subcommittee 
Liaison with State Agencies 


EDSON J. ANDREWS, M.D., Chm. Tallahassee 
PAUL S. JARRETT, M.D—Alcoholic Rehabilitation Miami 
H. PHILLIP HAMPTON, M.D. (H.S.1.) S.B.H. Tampa 
WILLIAM W. RICHARDSON, M.D. 

CH.L.) S.B.H. Graceville 
GEORGE S. PALMER, M.D.— 

Children’s Commission Tallahassee 
EDSON J. ANDREWS, M.D.— 

Council for the Blind Tallahassee 
FRED MATHERS, M.D.— 

Crippled Children’s Comm. Orlando 
ALBERT E. McQUAGGE, M.D.— 

Div. of Child Training. Marianna 
RAYMOND J. FITZPATRICK, M.D.— 

Div, of Correction Gainesville 
WILLIAM M. C. WILHOIT, M.D.— 

Div. of Mental Health Pensacola 
WARREN W. QUILLIAN, M.D.— 

Education Dept Coral Gables 
CHARLES LARSEN jJR., M.D.— 

Industrial Commission Lakeland 
EUGENE G. PEEK JR., M.D.—Public Welfare... Ocala 
LAWRENCE E. GEESLIN, M.D.— 

Tuberculosis Board......... Jacksonville 
LUTHER C. FISHER JR., M.D.— 

Pensacola 


Vocational Rehabilitation 
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NATIONAL LEGISLATION 

H. PHILLIP HAMPTON, M.D., Chm... Tampa 
JERE W. ANNIS, M.D. : : Lakeland 
EDWARD R. ANNIS, M.D... .. Miami 
MADISON R. POPE, Plant City 
LEO M. WACHTEL JR., M.D Jacksonville 
FRANCIS T. HOLLAND, M.D Tallahassee 
ALPH W. JACK a Miami 
LEROY H. OETJEN, M.D... Leesburg 
WALTER J. G M.D. Fort Lauderdale 


arasota 
Gainesville 


EN 
MELVIN M. SIMMONS, M.D... 
WALTER E. MURPHREE, M.D. 


Subcommittee 

Liaison with Federal Agencies 
ROY E, CAMPBELL, M.D., Chm. 
BURNS A. DOBBINS JR., M.D.— 


Palatka 


Dept. of Defense Fort Lauderdale 
JERE W. ANNIS, oo Health, 

Education and Welfar Lakeland 
ROBERT. tL > CKLER, ™. D.—Dept. ‘of Justice Tallahassee 


P. G. BATSO R., M.D.—Dept. of Labor...... Pensacola 
ROY E. CAMPB LL, M.D.—Dept. of Veterans Adm...... Palatka 


COUNCIL ON MEDICAL ECONOMICS 
FLOW &. BUNT, M.D., Ceum................. Jacksonville 


ADVISORY TO BLUE SHIELD 
RALPH M. OVERSTREET JR., M.D., 


Chm......C-6 W. Palm Beach 
WILLIAM C. GROOM M.D. .AL-61 


Jacksonville 


EARL G. WOLF, M.D.. Pensacola 
HENRY L. SMITH JR., MD A-62 Tallahassee 
Te | w. KETCHUM, M.D.....A-63... Tallahassee 

ERNON T. GRIZZARD jR., M.D.....A-64 Jacksonville 
JOHN S. STEWART, M.D Fort Myers 
HUBERT W. COLEMAN, M.D......B Avon Park 
JAMES BOULWARE JR., M.D......B-63 Lakeland 
IRVING M RIG, M.D. -64 Tampa 
CARL §S. McLEMORE, M.D.....C-61 Orlando 
JOHN J. CHELEDEN, M.D......C-62 Daytona Beach 
CHARLES R, SIAS, ue. Coe... Orlando 
DONALD F. MARION, M.D......D-61 Miami 
ELWIN G. NEAL, M.D......D-62... ‘Miami. Shores 
JAMES L. ANDERSON, M.D......D-63... Miami 
HUGH J. FORTHMAN, M.D......D-64 Miami 


COMMERCIAL HEALTH INSURANCE 


DUNCAN T. McEWAN, M.D., Chm. 2 Orlando 
BURNS A, DOBBINS JR., M.D.....AL-61 Fort Lauderdale 
JOHN H. TERRY, M.D......A-64. = ; Jacksonville 
EUGENE B. MAXWELL, M.D.......B-63...... .. 'ampa 
HUNTER B, ROGERS, M.D.....D-61 Miami 
FEE SCHEDULES 
ROBERT E. ZELLNER, M.D., Chm.......C-63 Orlando 
HENRY J. BABERS JR., M.D.....AL-61 Gainesville 
HENRY L. -—}. tw ee Ocala 


WILLIAM J. AN, uu. St, Petersburg 
RALPH S. SAPPENFIELD, MD. _D-64 Miami 


INDUSTRIAL MEDICINE 


CHARLES LARSEN JR., ro Chm......B-62 Lakeland 
LLOYD J. NETTO, M.D......C-6 Palm Beach 
LEROY H. OETJEN, M.D. “AL 61 Leesburg 
MAURICE M. GREENFIELD, M.D.....D-63 ...Miami 


MEMBERS INSURANCE 


FLOYD K, HURT, M.D., Chm......A-64... Jacksonville 





SHERMAN B. FORBES, M.D.....AL-61 Tampa 
P. G. BATSON -D......A-61.. wees Pensacola 
MELVIN M. Sarasota 
BENNETT J. LACOUR JR., M. .C-6 --Daytona Beach 
L. WASHINGTON DOWLEN, M.D... anv ; Miami 


COUNCIL ON MEDICAL EDUCATION 
AND HOSPITALS 


WALTER J. GLENN JR., M.D., Chm. Fort Lauderdale 


HOSPIT ALS 
WALTER J. GLENN JR., M.D......Chm......C-64....Fort Lauderdale 
Cc. ae ROESCH, M.D......AL-61......... cee acksonville 
B. SQUIRES, M.D......A-61... Pensacola 
MADISON R. POPE, M.D.....B-6 Plant City 


63. 
JACK Q. CLEVELAND, M.D......D-62.. ‘Coral Gables 


INTERNSHIPS AND RESIDENCIES 
HUGH A, ea my se Chm...... AL-61 ... Jacksonville 


A Jacksonville 
DAVID P. BAUMANN, M.D. Bea. 


Tampa 
ACHILLE A. MONACO, M.D......C-64 Daytona Beach 


RALPH S. SAPPENFIELD, M.D......D-63 Miami 


VotuME XLV] 


NuMBER 1] 
PHYSICIAN PLACEMENT* 
MELVIN M. SIMMONS, M.D... Chm....B-62 5 
RICHARD ©. CLAY, M.D...AL-6 “‘Miemt 
JAMES T. COOK Jk. MD. Acs. Ravienan 
RICHARD F. SINNOTT, M.D... C61 Fort Pierce 


HOMER L. PEARSON iR., M.D......D-64....... Miami 
*This committee shall also serve as advisory committee to the 
Board of Health for Medical Student Scholarships. 


MEDICAL SCHOOLS 
EDWARD W. CULLIPHER, M.D. Chm....... Miami 
THOMAS O. OTTO, M.D.....AL Miami 
WINSTON K. SHOREY, M. a Seoalie, 


U. of Mia Miami 
GEORGE T. HARRELL, M.D.—Faculty, 

U, of Florida Gainesville 
WALTER Ly MURPHREE, - Dp 

Alachua Co. Med. Soc. A-62 Gainesville 
EDWARD Ww CULLIPHER, M.D.— 

Dade Co, Med. Assn. D-63 Miami 
JAMES N. PATTERSON, M.D......B-61 Tampa 
BRADFORD C. WHITE, M.D......C-64 Orlando 

COUNCIL ON MEDICAL SERVICE 
MARION W. HESTER, M.D., Chm. Lakeland 


AGING 
LOUIS L. AMATO, M.D., Chm......C-64 
GEORGE W. KARELAS, M.D.....AL-61 Newberry 
ALBERT V. HARDY, M.D.....A-62 , Jacksonville 
JAMES A. WINSLOW JR., M.D... B-61 Tampa 
SAMUEL GERTMAN, M.D. D-63- Miami 


Fort Lauderdale 


BLOOD 

pA MARKLIN JOHNSON, M.D., Chm. eee W. Palm Beach 

RETCHEN V. SQUIRES, M.D.....AL-6 Pensacola 
é MERRILL WHORTON, M.D......A-62 Jacksonville 
JAMES N. PATTERSON, M.D....B-61 Tampa 
O. WHITMORE BURTNER, M.D....D-64 Miami 

CANCER 
ROBERT F. DICKEY, M.D., Chm Miami 
WILLIAM A, VAN NORTWICK, MD. ae 61 Jacksonville 
JOHN J. BAEHR, M.D......A-63 ensacola 
FRANK T. LINZ, M.D.....B-64 Tampa 
FRANK C. BONE, M.D......C-61 Orlando 
CHILD HEALTH 
WARREN W,. OUILLIAN, 7 i Chm...... AL-61_...Coral Gables 
J. K. DAVID JR., M.D......A-6 Jacksonville 
IRVING E. HALL JR., M.D. B-64 Bradenton 
ANDREW W. TOWNES JR., M.D.....C-63 Orlando 
ROBERT F. MIKELL, M.D. "D-62 S. Miami 
CONSERVATION OF VISION 

MARION W. HESTER, M.D., Chm. “lie Lakeland 
EDSON J. orc vs. M.D.....AL-6 Tallahassee 


Jacksonville 
W. Palm Beach 
: Miami 


WILLIAM J. KNAUER JR., M.D. A 63 
LAURIE R. TEASDALE, M_D.....C-61 
KENNETH 5S. WHITMER, M.D......D-64 


EMERGENCY MEDICAL SERVICE 


CORREN P. YOUMANS, M.D., Chm......D 
LAURIE J. ARNOLD JR., M.D.....AL ' 
F. GORDON KING, M.D.....A 
THEODORE C. KERAMIDAS, M.D.....B 
W. DEAN STEWARD, M.D......C 


Miami 

Lake City 
Jacksonville 
Winter Haven 
Orlando 


INDIGENT CARE 


ROBERT L. TOLLE, M.D., Chm......C-62 
SIDNEY E. DAFFIN, MD. ae 


Orlando 
Panama City 


EDWARD ELK M.D Jacksonville 
H. PHILLIP HAMPTON, B-63 Tampa 
NELSON ZIVITZ, M.D. Dé Miami Beach 
LABOR 
COLLIN F. BAKER JR., M.D., .. B-63 Tampa 
JAMES E, COUSAR III, M.D... wie seosseseeeeee aCksonville 
PAUL F. BARANCO, M_D.....A-6 i Pensacola 
THEODORE J. KAMINSKI, MD. eo Melbourne 
EDWARD R, ANNIS, M.D.......D-61 S Miami 
MATERNAL WELFARE 
J. M. INGRAM JR., M.D., Chm......AL-61... Tampa 
JOSEPH W. DOUGLAS, M.D.....A-62 Pensacola 
S. L. WATSON, M.D......B-64 . Lakeland 
WILLIAM V. ROBERTS, M.D....C-61 Sanford 
RICHARD F, STOVER, M.D......D-63 Miami 
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MENTAL HEALTH 
WILL 1M M. C. WILHOIT, M.D., Chm......A-62 Pensacola 


SULL: AN G. BEDELL, M.D oa AL- 61... anon ——— 
ZACK RUSS jR., M.D......B-61....... dees i ; Tampa 
)AME~ W. ETTiNGER, M.D......C-64 ; liochiodes 
BER” RD GOODMAN, M.D......D-63................ Miami Beach 
PUBLIC HEALTH 
M. EUGENE FLIPSE, M.D., Chm.......D-62............. Miami 
GOR! IN H, McSWAIN, M.D... =AL- 61 fe Arcadia 
LORE ™~ZO L. PARKS, M.D......A-6 ; "Jacksonville 
LEFF!) M. C ARLTON JR., M. D. B-63 Tampa 


CLAR! NCE L, BRUMBACK, M.D....C-64 W. Palm Beach 
RURAL HEALTH 


GEOKGE W. KARELAS, M.D., Chm.....A-64 Newberry 

FRAN‘IS T. HOLLAND, M.D.....AL-61 Tallahassee 

LOUIS S. MOORE, M. D.....B-63 Naples 

WILL!AM T. GIS ‘T, M.D.....C-62 Canal Point 

ELMER J. EISENBARTH, M.D......D-61 Marathon 
SCIENTIFIC COUNCIL 

THAD MOSELEY, M.D., Chm......... Jacksonville 


THE JOURNAL AND OTHER PUBLICATIONS 
SHALER RICHARDSON, M.D., Chm.—Editor.......... acksonville 


WEBSTER MERRITT, M.D.—Asst. Editor ..... Jacksonville 
FRANZ H. STEWART, M.D.—Asst. Editor Miami 
JAMES N. PATTERSON, M.D.—Publication Tampa 
CHAS. J. COLLINS, M.D.—Publication Orlando 
KENNETH A. MORRIS, M.D.—Abstracts Jacksonville 
WALTER C, JONES, M.D.—Abstracts Miami 
THOMAS S. EDWARDS, M.D.—Abstracts Jacksonville 
JERE W. ANNIS, M.D D.— Editorials Lakeland 
JOHN M., PACKARD, M.D.—Editorials.. Pensacola 
JOSEPH ;. LOWENTHAL, M.D.—Editorials Jacksonville 
CARLOS P. LAMAR, M.D.—Book Reviews Miami 
GEORGE T. HARRELL, M.D.—Book Reviews Gainesville 
W. DEAN STEWARD, 'M.D.—Book Reviews Orlando 
HAWLEY H. SEILER, M.D.—Advertising ‘ Tampa 
WILSON T. SOWDER, M.D.—Advertising Jacksonville 
JAMES H. FERGUSON, M.D.—Advertising Miami 
POSTGRADUATE EDUCATION 
JAMES L. BORLAND, M.D., Chm.....AL-61 Jacksonville 
WILLIAM C, LS nee S JR., M.D.....A-63 Gainesville 
ALBERT G. KING JR., M.D......B-62 Lakeland 
V. MARKLIN JOHNSON, M.D......C-61 W. Palm Beach 
JOHN V. HANDWERKER JR., M.D......D-64 Key Biscayne 
RESEARCH 
JAMES J. GRIFFITTS, M.D., Chm......D Miami 
NICHOLAS A. TIERNEY, M.D. AL-61 Miami Beach 
KARL B. HANSON, M.D. Jacksonville 
TAMES N, PATTERSON, Mb B Tampa 
LOUIS M. ORR, M.D. Cc Orlando 
SCIENTIFIC WORK 
THAD MOSELEY, M.D., Chm......A-64 Jacksonville 
JOHN M. PACKARD, M.D. AL Pensacola 
CHARLES K, DONEGAN, B-63 St, Petersburg 
RICHARD F. SINNOTT, MD~ “C61. Fort Pierce 
FRANZ H. STEWART, MD: D-62........... Miami 
COUNCIL ON SPECIAL ACTIVITIES 
WILLIAM C, ROBERTS, M.D., Chm. : Panama City 
ADVISORY TO WOMAN’S AUXILIARY 
GORDON H, IRA, M.D., Chm......A-63 Jacksonville 
TAYLOR W. GRIFFIN, M.D.....A-61 Quincy 
CHAS. McC, GRAY, M.D. ae es ee: Tampa 
LEE ROGERS JR., ’M.D....C-6 Cocoa 
a WASHINGTON DOWLEN. M.D......D-62 Miami 
BOARD OF PAST PRESIDENTS 
SHALER eases, M.D., Chm., 1946 Jacksonville 
RALPH W. JACK, M.D., Secy., 1959. ; Miami 
FREDERICK J. WAAS, M.D., 1928 ; Jacksonville 
WILLIAM M. ROWLETT, M.D., 1933. n Tampa 
HOMER L. PEARSON JR., M.D. 1934... Miami 
HERBERT L. BRYANS, M.D., 1935 ‘ Pensacola 
ORION O, FEASTER, M.D., 1936 Long Beach, Miss. 
EDWARD JELKS, M.D., 1937............ Jacksonville 
LEIGH F, ROBINSON, M.D., 1939 Fort Lauderdale 
WALTER C, JONES, M.D., 1941 Miami 
EUGENE G PEEK SR., M.D., 1943 ; Ocala 
WILLIAM C. THOMAS SR., M.D., 1947 ; Gainesville 
JOSEPH S. STEWART, M.D., 1948 Miami 
WALTER C. PAYNE SR., M.D., 1949... Pensacola 
HERBERT E. WHITE, M.D., 1950 ’ St. Augustine 
DAVID R. MURPHEY JR., M.D., 1951 ’ Tampa 
ROBERT B. McIVER, M.D., 1952... , Jacksonville 
FREDERICK K. HERPEL, M.D., 1953... West Palm Beach 
DUNCAN T. McEWAN, M.D., 1954 Orlando 
JOHN D. MILTON, M.D., 1955 : Miami 
FRANCIS H. LANGLEY, M.D., 1956... St Petersburg 
WILLIAM C. ROBERTS, M.D., 1957 Panama City 
JERE W. ANNIS, M.D., 1958 Lakeland 
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A.M.A. HOUSE OF DELEGATES 
REUBEN B. CHRISMAN JR., M.D., 

Chm., Delegate Coral Gables 
FRANK D. GRAY, M.D., Alternate Orlando 
(Terms expire Dec. 31, 1962) 

FRANCIS T. HOLLAND, M.D., Delegate Tallahassee 
MADISON R. POPE, M.D., Alternate... Plant City 
(Terms expire Dec. 31, 1962) 

MEREDITH MALLORY, M.D., Delegate Orlando 
EUGENE G. PEEK JR., M.D., Alternate Ocala 


(Terms expire Dec, 31, 1961) 
BURNS A. DOBBINS JR., M.D., Delegate Fort Lauderdale 
WALTER E. MURPHREE, M.D., Alternate Gainesville 
(Terms expire Dec. 31, 1961) ; 


LIAISON WITH COUNTY MEDICAL SOCIETIES 
WILLIAM C. ROBERTS, M.D., Chm.....A-63 Panama City 


HERBERT E, WHITE, M.D....AL-61 St. Augustine 
JERE W. ANNIS, M.D... B-64 Lakeland 
DUNCAN T. McEWAN, M.D.....C-62 Orlando 
JOSEPH S, STEWART, M.D.....D-61 Miami 
COUNCIL ON SPECIALTY MEDICINE 

T. BERT FLETCHER JR., M.D., Tallahassee 
Allergy 

I, IRVING WEINTRAUB, M.D. Gainesville 
Anesthesiology 

RICHARD S. HODES, M.D. Tampa 
Chest Physicians 

IVAN C. SCHMIDT, M.D. W. Palm Beach 
Dermatology 

BRUCE M, ESPLIN, M.D. Miami 


General Practice 
ELMER B, CAMPBELL SR., M.D. St. Petersburg 


General Surgeon 


RICHARD M. FLEMING, M.D. Miami 
Health Officers 

J. BASIL HALL, M.D....... Tavares 
Industrial and Railway ed 

FRED H. ALBEE JR., M.D............. Daytona Beach 
Internal Medicine 

WILLIAM C. BLAKE, M.D. Tampa 
Neurosurgery 

IRWIN PERLMUTTER, M.D. Coral Gables 


Obstetrics and Gynecology 
T. BERT FLETCHER JR., M.D. Tallahassee 


Ophthalmology and Otolaryngology 


KENNETH S. WHITMER, M.D. Miami 
Orthopedic 

MICHAEL A. DiCOSOLA, M.D. Sarasota 
Patholog 

jOHN- B. MIALE, M.D. Miami 
Pediatrics 

HARRY M. EDWARDS, M.D. Ocala 
Plastic Surgery 

JOSEPH E. O'MALLEY, M.D. Orlando 
Proctology 

DON C. ROBERTSON, M.D. Orlando 
Psychiatry 

SAMUEL G. HIBBS, M.D. Tampa 
Radiology 

JOHN S. STEWART, M.D. Fort Myers 
Surger 

DONALD W. SMITH, M.D. Miami 
Urology 

HENRY L. SMITH JR., M.D. Tallahassee 

INVESTMENT TRUST COMMITTEE 

FLOYD K HURT, M.D., Chm. Jacksonville 
SAMUEL M, DAY M.D. Jacksonville 
SHERMAN B. FORBES, M.D. Tampa 
RALPH W. JACK, a ‘ ..Miami 
EDWARD JELKS, M.D. Jacksonville 
JOHN D. MILTON, M.D. Miami 


LEGAL COUNSEL 
MARKS, GRAY, YATES, CONROY & GIBBS... Jacksonville 


CERTIFIED PUBLIC ACCOUNTANTS 
LUCAS, CATHERWOOD & ASSOCIATES Jacksonville 
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